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ABSTRACT
Countertransference and the Patient’s Experience: Exploring How Engagement with Affect is
Related to Short-Term Psychotherapy Outcomes
By
Ariel R. Westerman
Advisor: Sasha Rudenstine, Ph.D.
Background: Therapist focus on affect in the here-and-now can facilitate a patient’s emotional
experience as well as expression of affect, both of which are associated with better outcome over
the course of treatment (Diener et al., 2007). A therapist’s use of her own experience of the
patient can serve as a signal to intervene in the here-and-now. While “countertransference” was
historically seen as an obstacle to a therapist’s neutrality and therefore efficacy (Freud, 1910),
shifts in the field toward a two-person psychology model led some to reconsider it as a potential
source of clinical data (Winnicott, 1947; Heimann, 1950; Racker, 1957). Empirical studies have
shown that therapist awareness of countertransference is critical in order to manage internal
reactions and use it as a clinical tool, as well as prevent contributions to negative therapeutic
processes by withdrawing or avoiding content (Hayes et al., 2018; Westerling et al., 2019; Fauth
& Hayes, 2006). Experientially grounded reflection requires an individual to become aware of
their internal reactions in a nonjudgmental fashion (Experiencing, Gendlin, 1969). Therapists
with higher levels of Experiencing are more likely to 1) articulate and process aspects of their
internal experience, and 2) repair more ruptures over the course of treatment as compared to
therapists with lower levels of Experiencing (Boutwell et al., 2015; Safran et al., 2014;
Kazariants, 2011).
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Objective: The present study aimed to better understand the relationships among therapist
countertransference, therapist capacity for experientially grounded reflection, therapist
engagement with patient affect, and patient change in short-term alliance focused psychotherapy.
Method: Approved by the International Review Board at The City College of New York on
August 6, 2019, the present study examined five short-term alliance focused psychotherapy
treatments using both quantitative and qualitative assessment methods. Therapists completed
quantitative self-report measures pertaining to countertransferential experiences. Patients
completed quantitative self-report measures regarding level of emotional, psychological, and
interpersonal functioning. Third-party observers coded two sources of clinical data: 1) videorecorded therapy sessions to assess for the therapist’s level of observable engagement with the
patient’s emotional experience during sessions, and 2) audio-recorded and transcribed
termination interviews with therapists to assess for the therapist’s capacity for experientially
grounded reflection. An additional source of qualitative data included patient responses to
treatment feedback questions at termination.
Results: Five sets of key findings emerged. First, a positive association was found between a
therapist’s capacity for experientially grounded reflection and that therapist’s engagement with
patient affect. Second, countertransference is related to the frequency of therapist engagement
with patient affect. While there are trends in how negative and positive types of
countertransference might influence therapist behavior during sessions, results indicate that
every therapist responds uniquely to countertransference in each unique dyadic relationship.
Results suggest that countertransference is not inherently problematic, but a therapist’s lack of
awareness of its occurrence can be. Third, therapist countertransference is sometimes associated
with patient presentation, namely the severity of the patient’s symptomatology. Fourth, results
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suggest that patients achieve better outcomes in alliance-focused psychotherapy when working
with therapists who: 1) more actively engage with their affect in the here-and-now across
treatment, and 2) have a greater capacity for experiential reflection. The fifth finding points to
the importance of supervision. Supervision can be helpful in promoting a therapist’s capacity for
experientially grounded reflection and instrumental in the identification of negative
countertransference. The present study found that supervision might contribute to the quality of
therapist engagement with patient affect during subsequent sessions. Two unanticipated
discoveries suggest the necessity for further investigation given that all patients in the sample
attained clinically significant improvement. First, group-level data revealed a distinct trend in the
frequency of therapist engagement with patient affect over the course of treatment. Second, four
categories of therapist engagement of patient affect were revealed: 1) Use of Patient Experience,
2) Use of Therapist Experience, 3) Use of Observed Shift, and 4) Use of Therapeutic Process or
Relationship.
Conclusion: Findings have the potential to inform training and supervision of therapists
providing short-term psychotherapy treatments. The incorporation of experientially based
learning might help therapists to cultivate a capacity for self-reflection. This may facilitate a
therapeutic stance characterized by curiosity, appreciation of the complexity of the patient’s
emotional experience, and empathic engagement.
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CHAPTER ONE: INTRODUCTION
One of psychotherapy research’s central missions is to better understand mechanisms of
change in effective psychotherapy. What is it about therapy that works? What is it that facilitates
growth for the patient? While there are many ways to approach this mission, the following
dissertation approaches it by examining the role of therapist factors in providing effective
psychotherapy. More specifically, the present study is an exploration of the relationships among
therapist countertransference, therapist level of Experiencing,1,2 therapist engagement with
patient affect, and the patient’s change process over the course of treatment.
The present study uses data obtained from five short-term alliance focused psychotherapy
treatments. The combination of the short-term and alliance focused aspects of this modality
allows for close examination of therapeutic processes as well as treatment outcome. Specifically,
short-term alliance focused psychotherapy modality encourages attention to the here-and-now,3 a
form of exploration of dynamics between patient and therapist within the therapeutic
relationship. It is believed that such an approach sheds light on aspects of the patient’s
intrapsychic and interpersonal characteristics that likely impact their lives outside of the
therapeutic space.

1

Experiencing is a phenomenon theorized by Eugene Gendlin (1968) that refers to an individual’s capacity to be
aware of his or her internal emotional processes in a nonjudgmental and curious fashion. Experiencing will be
discussed further in the Literature Review portion of this dissertation.
2
Experiencing is also referred to in this dissertation as “experiential reflection.”
3
A widely used term across many therapeutic modalities such as relational psychotherapy theory (Safran & Muran,
2000), the term “here-and-now” is attributed to theorists from the Gestalt therapy school of thought. Gestalt therapy
can be described as an experiential and existential form of psychotherapy that encourages awareness of an
individual’s experience in the present moment. Friedrich (Fritz) Perls, Laura Perls, Ralph Hefferline, and Paul
Goodman are credited as some of the founders of the Gestalt therapy movement (Perls et al., 1951).

1

A therapist’s ability to provide effective psychodynamically-oriented treatment, including
the short-term alliance focused psychotherapy modality, lies in her4 capacity to think and feel on
many different levels during the therapeutic hour. To name a few of the levels, the therapist
attends to the patient’s emotional, psychological, and physical presentation, considering both
manifest and latent content of verbal and nonverbal communications. At the same time the
therapist remains cognizant of the dynamics occurring interpersonally within the dyad, between
the patient and herself, while considering the ways in which these dynamics may be related to
what is going on in the patient’s life outside of the therapeutic space. The therapist uses the
clinical data derived from the dyad’s dynamics as a way to help the patient to better understand
himself intrapsychically and interpersonally.
In addition, given the dynamic nature of the therapeutic relationship, the therapist
maintains an awareness of her own contribution to what is occurring interpersonally within the
dyad. One essential component of this awareness includes the therapist’s ability to notice when
shifts occur in the way she is responding internally to the patient and to be curious about what
has led to these shifts. When these shifts occur, whether slight or more dramatic in intensity, the
therapist considers if the patient has brought something new into the therapeutic space.
Depending on the type of response that is provoked, the therapist also considers what it is that
she herself might be bringing to the situation that has contributed to this particular shift.
Philip Bromberg (1996) provided a useful description of the multi-layered aspect of the
therapist’s task, specifically the therapist’s use of her own subjective experience of the
relationship to understand when patients are experiencing shifts between self-states:

4

For simplicity and consistency, the author uses the pronoun “her” (she/hers) when referring to the therapist/analyst
and the pronoun “him” (he/his) for patient/analysand throughout this dissertation. These pronouns serve as
placeholders for all pronouns: she (her/hers), he (him/his), and they (them, their).
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“No matter how important the manifest verbal content appears to be at a given moment,
the analyst should try to remain simultaneously attuned to his subjective experience of
the relationship and its shifting quality. He should try to be experientially accessible to
(1) the impacts of those moments in which he becomes aware that a shift in self-state
(either his own or his patient’s) has taken place, and (2) the details of his own selfreflection on whether to process this awareness with his patient or to process it alone -and if with his patient, when and how to do it.” (1996, p. 520)
Bromberg articulates a key element of the therapist’s job during the therapeutic hour. The
therapist needs to be attuned to her own experience of the patient while maintaining a level of
self-reflection. When a therapist is “experientially accessible” but self-reflective she can better
decipher possible meanings behind detected shifts in the quality of the therapeutic relationship.
Moreover, she can discern the clinical utility of making explicit to the patient her awareness and
possible meanings of the shift.
The present study stems from a curiosity related to the therapist’s ability to think and feel
on these many different levels while remaining present and engaged with the patient during the
therapeutic hour. The study approaches this curiosity by examining therapist capacity for
Experiencing (Gendlin, 1968) and countertransferential phenomena based on two central
assumptions: 1) Experiencing can facilitate the kind of multi-layered thinking required in
dynamically-oriented work, and 2) countertransference can either disrupt the therapist’s effective
engagement with the work when she is not aware of its occurrence or can serve as an opportunity
in the treatment when acknowledged by the therapist. The study will explore the ways in which
these factors related to the therapist play a role in the treatment process for the patient.
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Therefore, the present study will examine and explore the possible relationships among a
therapist’s countertransferential reactions to patients, her capacity for experiential reflection,5 her
attempts to focus on a patient’s felt emotional experience in the here-and-now, and the patient’s
change process.
A Clinically Informed Project
This dissertation is inspired by the author’s clinical experiences as a primarily
psychodynamically-oriented therapist in training. Through these experiences the author has seen
how experientially grounded moments throughout a psychotherapy treatment can facilitate a
patient’s change process, and how the therapeutic relationship can serve as a vehicle for these
kinds of experientially grounded moments to occur. While the development of insight and selfunderstanding are indeed critical for growth, a path toward deeper self-knowledge is often
accompanied by a parallel, oftentimes intersecting, path of deeper “self-feeling.” Awareness and
appreciation of the felt experience can allow for the patient to make meaning out of the
intellectual, emotional, and relational aspects of the self in such a way that can promote
intrapsychic and interpersonal growth. For some patients, the safety and security of the
therapeutic relationship can serve as a powerful opportunity for these kinds of experience-near
processes to occur.
The following clinical vignette occurred in the context of a long-term psychodynamic
treatment and thus differs from the short-term clinical context of the present study. The
vignette’s relevance lies in the patient’s communication that he had recognized an internal shift
as a result of focusing on his felt experience during treatment. The focus on his felt experience
allowed the patient to construct new meaning out of the ways in which his past had been

5

The terms experiential reflection and experientially grounded reflection are used interchangeably with the term
Experiencing.
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impacting his present. This patient is a male-identified individual in his late twenties who
initially presented for treatment with symptoms of anxiety and depression upon leaving his
hometown to relocate to New York City.6
Clinical Vignette
It was a session seemingly like many others -- nothing particularly extraordinary had
occurred during the session, nothing particularly noteworthy was occurring in the patient’s life.
As the session was ending and the therapist and patient shared a ritual brief moment of silent eye
contact before getting up from their chairs to exit the therapy room, the patient smiled. The
therapist said while smiling slightly, “I see you’re smiling,” in a tone that the patient recognized
to mean that the therapist wanted to know what was “behind” the patient’s smile. The patient
responded, “I’m just really proud of myself right now.”
After consistently engaging in therapy for one year with this therapist, the patient
explained that he just had a realization, that he felt something new, that something had
“clicked.”7 He described “truly” understanding and feeling for the first time why they had been
doing so much work “in the past,” why they had been spending so much time talking about his
parents’ divorce, about his mother’s stark absence from his life, and about his experiences as a
child feeling so alone and unseen that he unconsciously began to starve himself to make his
caretakers recognize the pain he was in.
Not only had the patient spent time reflecting on these past experiences while in therapy,
but he had also spent so many moments in therapy accessing, sitting with, and experiencing a set
of complicated and ambivalent feelings that he had previously needed to push down and ignore
in order to survive, in order to move forward with his life. The patient had allowed the therapist

6
7

Identifying information has been changed to protect patient confidentiality.
Quotations denote words and phrases used by the patient.
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to guide him and bear witness to his experience as he felt profound feelings such as sadness,
anger, grief, loneliness, hatred, abandonment, love, and joy as he processed aspects of his
upbringing for the first time in his life.
At the end of this session, the patient said he “really understood” for the first time why it
was so important to spend time with the feelings that came up around those past experiences.
The patient continued, “today I came in with an issue about my roommates that happened last
week and then we revisited my parents’ divorce -- now I really get it. Being with those feelings
from the past, I see what’s happening with my roommates now. It clicked.”
Even more, the patient then made a comment that made something “click” for the
therapist. The patient said,
“When you’d ask me directly to share memories about certain aspects of my past, my
mind would be blank, I could never think of any, it’s like the memories weren’t there.
But when I’m feeling it, when you ask me to be with my sadness, memories come back to
me. It’s like I can remember things I hadn’t thought about since they happened all those
years ago. So many details.”
In the months leading up to this “smile” session, and with the guidance of her supervisor, the
therapist had consciously worked on helping the patient to be with his feelings during sessions in
a more experience-near way. Prior, the therapist and supervisor had realized that it was as if the
patient and therapist had developed a cohesive, almost tidy narrative to talk about the patient’s
past and about how it might be impacting his present, but something was stuck. While the patient
had been making intellectual links and had started noticing repeated patterns in his adult life, he
had not yet experienced these links on a felt, emotion-rich level. Therefore, these intellectual
connections had not yet become truly meaningful to him. Once he was able to spend time in his

6

feelings, the patient started experiencing himself in a new way wherein profound self-knowledge
could be achieved and carried with him in his present life and present relationships.
This clinical vignette serves to bring to life the kind of phenomena that are explored in
this study. In this particular moment in his treatment, the patient expressed a deeper sense of selfunderstanding and attributed this growth to the focus on his emotional and felt experiences
during the therapeutic hour. Thanks in part to the supervision received, the therapist used a
feeling that things were stuck in the patient’s treatment to reflect and to ultimately incorporate
experience-near work into the treatment. The therapist’s reflections about her own contributions
to the treatment’s stuckness helped her to make an important realization. The therapist
acknowledged that she had been feeling a pull to take care of the patient, to mother him, but in so
doing the therapist had been missing and neglecting the aggression in the patient’s presentation.
Once the therapist became aware of the ways in which she was colluding with the patient, she
was able to see and engage with the patient’s anger in the here-and-now. The current study
investigates some of the therapist factors that are involved in these kinds of clinical decisions and
processes.

7

CHAPTER TWO: LITERATURE REVIEW & PRESENT STUDY
The purpose of this chapter is to introduce the key constructs related to the present study.
The chapter will provide 1) information regarding the theoretical framework of short-term
alliance focused psychotherapy; 2) a brief history of the development of the field’s
understanding of countertransference phenomena and summary of empirical studies of
countertransference; 3) a review of the literature and empirical research pertaining to Gendlin’s
notion of Experiencing; and 4) a justification for exploring the relationship between therapist
countertransferential reactions toward their patients and therapist capacity for experientially
grounded awareness and reflection.
Psychotherapy Research
Before reviewing the key constructs of the study, the following history related to
psychotherapy research provides some context for the present study.1
Questions related to psychotherapeutic treatment efficacy date back to Sigmund Freud. In
the early 1900s, Freud was met with skepticism by physicians and was asked to present empirical
data related to the value of psychoanalytic work. Freud’s response to this demand came in the
form of detailed case histories. Freud and his colleagues held that the case-study method was
sufficient to represent clinical findings and to describe effective therapeutic techniques (Strupp &
Howard, 1992; Freud, 1916/1963). In addition, Freud was doubtful of the utility of statistical
analyses to meaningfully examine clinical phenomena (Strupp & Howard, 1992). According to
him, unlike behavioral phenomena that could be observed and tracked with “rudimentary”
methods, clinical material was “so diverse and heterogenous” that simplistic comparisons should

1

The following history of psychotherapy research is not comprehensive and serves only to provide a general context
within which the present study operates.
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be considered impossible (Strupp & Howard, 1992, p. 310; Freud, 1916/1963). At the same time,
Freud believed that analysts who had been properly trained in psychoanalytic institutes could be
objective and impartial observers, rendering their case studies valid, meaningful, and
representative of particular patient populations.
Freud laid the foundations for the psychotherapy research that would follow him. His
insistence on the worth of psychoanalysis and his demand for meaningful empirical research that
privileged the complexity of the human condition have had a lasting impact on the field’s quest
for answers about whether psychotherapy works and for whom psychotherapy works.
In the decades that followed Freud, psychotherapy researchers have approached the
question of treatment efficacy from many different angles. Psychotherapy processes are dynamic
regardless of therapeutic modality. Due to the inherent complexity of the treatment process as
well as the complicated nature of assessing outcome there are not only many aspects and factors
to examine when approaching this question, but there are also many ways to approach it
methodologically (case studies versus double-blind randomized controlled trials (RCT), for
example). Currently within the field of psychotherapy research the RCT is widely accepted as
the gold standard methodology for proving the effectiveness of psychotherapy modalities
(Persons and Silberschatz, 1998). The RCT is believed to approach the question of treatment
efficacy in a rigorous manner replete with a level of standardization and internal validity that
many researchers deem acceptable and convincing (Chambless & Hollon, 1998). Many have
critiqued the RCT (Westen, 2006) and the meaningfulness and usefulness of lab-based studies in
relation to clinical work, which is referred to as the “research-practice gap” (Safran, Muran &
Eubanks-Carter, 2011).

9

In 1952, Hans Eysenck published his infamous paper attacking all forms of
psychotherapy. Although the study actually provided evidence to support the effectiveness of
psychotherapy, Eysenck’s conclusion to “abandon the training of psychotherapists” (Strupp &
Howard, 1992; Eysenck, 1952) cast a large shadow of doubt over the field. Spurring other
researchers into action to refute Eysenck’s conclusion, this paper is seen by many as a catalyst
for the “modern area” of psychotherapy process and outcome research (Strupp & Howard, 1992).
Since then, many psychotherapy researchers have examined the effectiveness of
treatment by assessing if therapy works. There has been a growing demand for evidence-based
studies to illustrate the efficacy of psychological treatments with empirical data (APA, 1995).
Some have approached this question by examining the patient’s presenting problem and
presentation, while others have considered therapeutic modality and technique. Some have
illustrated the effectiveness of both short-term and long-term psychodynamic therapies for
common disorders such as depressive disorders, anxiety disorders, and personality disorders
(Luyten et al., 2012; Abbass et al., 2006). Others have focused on comparing different
psychotherapeutic modalities (such as cognitive behavioral therapy versus short-term
psychodynamic psychotherapy versus no intervention) in order to illustrate how one modality
can be more effective than the other, and how this can be especially true with certain populations
of patients (Sørenson et al., 2011). In fact, some studies illustrate the efficacy of treatment with
follow-up studies that demonstrate which modalities lead to retention of patient growth. For
example, it has been shown that while patients of cognitive behavioral therapies experience
symptom reduction earlier in treatment than patients in psychoanalytic treatments, the former
more commonly experience a resurgence of symptoms (Safran & Shaker, 2012).

10

Of course, all studies related to treatment efficacy point to another difficulty of
psychotherapy research: the assessment of outcome. While many consider symptom reduction
paramount for determining outcome, there are many ways to conceptualize a patient’s change
process. Not only must researchers determine if symptom reduction versus level of interpersonal
distress (as one example) should be seen as the marker for success of any given treatment,
researchers must also decide which source of information should be considered the most accurate
-- should it be data reported by the patient, the therapist, a third-party objective observer, or a
family member? Patient self-report data continues to be the most widely used measurement to
assess patient outcome (Hill & Lambert, 2004). Some criticize this practice for lacking
complexity (Hill, Chui, & Baumann, 2013) given its one-dimensional approach to assessing the
multi-dimensional phenomenon of patient change.
Other researchers, satisfied with the evidence that psychotherapy does indeed work, have
considered the question of how psychotherapy works. These researchers are invested in closely
examining psychotherapy process over the course of treatment and its relationship to outcome.
Again, this question can be approached from different angles. A growing body of work seeks to
understand how psychotherapy works by determining specific mechanisms of change (Leder,
2019). These kinds of studies ask questions such as: what is it about psychotherapy that works?
Is it the therapeutic relationship (Webb et al., 2011; Martin et al., 2000), the working alliance
(Flückiger et al., 2012; Horvath & Symonds, 1991), the treatment modality or technique (Webb
et al., 2010), or therapist factors (Webb et al., 2010)?
Short-term Alliance Focused Psychotherapy
The Alliance. The therapeutic alliance is central to effective short-term alliance focused
psychotherapy. The term “therapeutic alliance” has psychoanalytic origins and has changed in

11

meaning as the field has evolved. Although Freud did not use the term “alliance” or speak in
terms of a therapeutic relationship, he wrote about the ways in which transference can impact the
working relationship between analyst and analysand. Freud’s conceptualization of the analytic
situation is the quintessential form of a one-person psychology model in that it is only the
patient’s unconscious and conscious processes that contribute to the treatment. Sigmund Freud
wrote about the “unobjectionable transference” (1912) as a positive form of transference wherein
the analyst is imbued with a level of authority by the analysand. Other forms of transferences
were conceptualized by Freud as possible obstacles in the treatment in that they represented
resistances by the analysand against positive change (Freud, 1913). Therefore, while Freud did
not write about the analytic situation in terms of a “therapeutic alliance,” his discussions about
transference processes are at the root of the field’s current theoretical understanding of the
therapeutic relationship.
The two-person psychology model, adopted by relational, interpersonal, psychodynamic
theorists and practitioners, opposed the one-person psychology model espoused by Freud and
other classically analytic clinicians. According to Safran and Muran (2000), the two-person
psychology model is “the view that both therapist and patient are always contributing to the
character of the patient-therapist interaction” (p. 30). Sandor Ferenczi’s (1932) work was
instrumental in shifting many practitioners’ thinking toward a two-person psychology model
(Aron, 1992; 1996) because of its insistence that the analyst contributes to the therapeutic
relationship. He introduced the need to recognize the analyst’s individual qualities and behaviors
as factors in therapeutic treatment (1932).
Furthermore, the alliance became a focus of psychotherapy research such that studies
tested the importance of the alliance in treatment effectiveness (Zetzel, 1956) and proved the
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analyst has an impact on the alliance (Greenson, 1971). Moreover, Bordin (1979) proposed that
the working alliance represents the joint efforts of the therapist and patient to seek change, which
placed an emphasis on the collaborative nature of therapeutic work. In Bordin’s
conceptualization, the strength of the working alliance is dependent on the presence of a positive
bond between patient and therapist as well as agreement on the task and goals of the treatment
(1979). Empirical research related to the working alliance demonstrates that the relationship
between patient and therapist plays a crucial role in psychotherapy process and outcome (Safran
& Muran, 1996). A strong therapeutic relationship is associated with positive outcome (Flückiger
et al., 2012), and a weak alliance is associated with poor outcome or early dropout from
treatment (Samstag et al., 1998).
Several short and long-term therapeutic modalities were developed as a result of
psychotherapy research’s findings regarding the importance of the therapeutic alliance.2 The
short-term alliance focused psychotherapy model employed in the present study combines
features of the following two evidence-based brief psychodynamically-oriented treatments: Brief
Relational Therapy (BRT; Safran & Muran, 2000) and Time-Limited Dynamic Therapy (TLDP;
Levenson, 2017).3 BRT and TLDP both emphasize the importance of the establishment of the
therapeutic alliance and the idea that brief or short-term treatment can provide a unique
opportunity for the therapeutic alliance to serve as a mechanism of change for the patient. In
addition, the developers of BRT later created the Alliance-Focused Training model (AFT; Safran
et al., 2014; Eubanks-Carter et al., 2015; Safran & Muran, 2000). AFT, and therefore BRT, both
2

There are many forms of short-term dynamically oriented treatments that have developed over time. According to
Driessen et al. (2010, 2015), many of these treatments “share the common feature of being rooted in
psychoanalytical theories such as drive psychology, ego psychology, object relations psychology, attachment theory
and self-psychology” (p. 26). The following people have contributed to the development of these short-term
modalities: Malan (1963), Mann (1973), Sifneos (1979), Davanloo (1980), Strupp and Binder (1984), Pollack and
Horner (1985), and de Jonghe (1994) (Driessen et al., 2010, 2015).
3
BRT and TLDP are described further in the Methods section of this dissertation.
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focus on developing skills to increase the therapist’s capacity to negotiate problems, more
specifically referred to as ruptures, in the therapeutic alliance.
The Alliance Focused Therapist Competence Scale (Gardner-Schuster & Safran, 2016)
assesses a therapist’s adherence to the gold standard of AFT model in the following three
domains: 1) Attunement, Responsiveness, & Emotional Availability, 2) Interpersonal Manner,
and 3) Attending to the Therapeutic Relationship (Gardner-Schuster & Safran, 2016). The fifteen
skills outlined in these domains emphasize the importance of the AFT therapist’s ability to work
with the patient on intrapsychic and interpersonal levels in part by using the therapeutic
relationship as a vehicle for the therapeutic work.4 The therapist aims to help the patient to
deepen his understanding and awareness of his subjective experience and attends to the
interpersonal dynamics within the therapeutic relationship on an experiential level in the service
of deepening the patient’s self-understanding.
BRT and TLDP therapists are encouraged to use the here-and-now as a method to
promote experientially grounded change. Therapists use the here-and-now to shed light on the
dynamics at play in the moment in order to elucidate aspects of the patient’s intrapsychic and
interpersonal functioning that may be causing difficulties in their lives outside of the therapy
room. For example, a therapist notices her attention is drifting after making an intervention and
uses this feeling to notice that the patient has become distant or withdrawn. The therapist might
say something like, “I’m realizing that I feel far away from you at this moment, as if there’s a

4

The first domain, “Attunement, Responsiveness, and Emotional Availability,” includes the following skills: 1)
staying with patient’s experience and affect, 2) explores unique meaning/subjective experience, 3) checking in, 4)
responsiveness/flexible style, and 5) emotional sensitivity/empathic attunement. The second domain, “Interpersonal
Manner,” includes the following skills: 6) genuine interest/curiosity, 7) warmth/non-hostility, 8) supportive/nonjudgmental/accepting attitude, 9) respectful manner, and 10) nonintrusive engaged manner. The third domain,
“Attending to the Therapeutic Relationship,” includes the following skills: 11) skillful tentativeness/respecting
patient as arbiter of his/her experience, 12) collaborative manner, 13) explores allusions to therapeutic relationship,
14) addresses ruptures/enactments, and 15) tolerance of patient’s negative feeling about therapist or therapy
(Gardner-Schuster et al., 2016).
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distance between us.” The therapist might follow up with something like “does this resonate with
you?” or “do you have a sense of what might be going on for you?” The therapist will then listen
closely to the patient’s response to assess the patient’s willingness to explore this aspect of their
interpersonal dynamic. One of Safran and Muran’s (2000) Stage Process Models of Alliance
Rupture Resolution describes how a withdrawal rupture marker (Stage 1) can lead to “selfassertion” (Stage 5) if a therapist attends to the rupture marker effectively even when a patient
presents with “avoidance” (Stage 4) along the way (p. 142-143). The idea is that this opening can
facilitate an exploration of an unfulfilled wish that the patient is experiencing. The concept of the
here-and-now provides the foundation for the Approach Tally Coding System that was created
for the present study to analyze a particular aspect of therapist behavior during sessions in shortterm alliance focused treatment. This coding system will be discussed in detail in the Methods
section of this dissertation.
The use of the here-and-now is a particularly helpful method when a therapist wants to
call attention to a moment of tension, conflict, disagreement, or misunderstanding between the
therapist and patient. One example of such an opportunity could be to explore a patient’s
transference process at play. These moments of tension, conflict, disagreement, and
misunderstanding have been conceptualized as “alliance ruptures” (Safran, 2000) in the
therapeutic relationship. Characteristic of a two-person psychology model, the theory of alliance
ruptures necessitates contributions by both patient and therapist. Safran posited that ruptures in
the therapeutic alliance are inherently unique to each dyad (1993). In addition, ruptures can vary
in degree and significance but should always be seen as interpersonal events between the
therapist and patient (Safran, 1990a, 1990b). Moreover, these interpersonal events occur when
the patient’s character or relationship patterns emerge in the therapeutic realm and when the
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therapist is momentarily unable to maintain an engaged yet separate stance to be able to
recognize the dynamics at play.5
Finally, ruptures in the therapeutic alliance provide opportunities for exploration and
meaningful change when they are recognized by the therapist. In fact, studies have shown that
therapists who use the here-and-now to explore rupture episodes with their patients tend to be
more aware of their own contributions to the episodes and tend to facilitate interpersonal growth
in a more meaningful way for the patient (Glick, 2011). According to Safran and Muran’s
rupture resolution model6 (1996, 2001), this kind of interpersonal growth can occur because the
therapist “attends to the rupture marker and begins the disembedding process” (Glick, 2011, p.
42). Once the “disembedding process” starts, the patient can “qualify their initial rupture
statement and/or enter a phase of avoiding the underlying feelings that motivated the initial
impasse” (Glick, 2011, p. 42). Therefore, by introducing the topic of the rupture into the
relational realm, in an exploratory and nonjudgmental way, the therapist provides an opportunity
for the patient to deepen his understanding of the intrapsychic and interpersonal dynamics at play
and to consider the ways in which these dynamics relate to his life outside of the therapeutic
space (2011).
Apart from using it as a way to explore interpersonal dynamics in the therapeutic
situation, therapists are encouraged to use the here-and-now when sensing an emotional or
cognitive shift in the patient. When used in this way, the here-and-now can help the patient to
focus more on his internal experience to better understand his intrapsychic functioning and felt
emotional experience. For example, if a patient begins the session by talking quickly,

5

The concept of countertransference enactment (Jacobs, 1986) is useful here. Safran and Muran (2000) described an
enactment as a “two-party interactional situation deriving from unconscious sources in both patient and therapist”
(2000, p. 52).
6
Safran and Muran’s rupture resolution model was confirmed in this study by Glick, 2011.
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animatedly, and energetically, but then starts speaking laboriously in a dejected tone when
discussing his relationship with an ex-partner, the therapist could use the here-and-now to notice
aloud the apparent shift in the patient’s affective state and to inquire about the patient’s felt
experience in order to facilitate deeper exploration regarding the manifest and latent content.
Therapist Self-Disclosure. Given the use of the here-and-now in this modality, the shortterm alliance focused psychotherapy model calls for thoughtfully-chosen acts of self-disclosure
on the part of the therapist. This intervention of self-disclosure is also referred to as
metacommunication in the Brief Relational Therapy model (Safran & Muran, 2000). Safran &
Muran (2000) outline seven guiding principles that therapists should follow when considering
the use of metacommunication as an intervention in short-term therapy.7 In Brief Relational
Therapy, for example, self-disclosure is generally conceptualized as an opportunity for the
therapist to acknowledge her contributions to a therapeutic impasse, or rupture, and to then
“follow up with a probe to explore aspects of the patient’s experience that may be related to the
impact that he may be having on the therapist” (Safran & Muran, 2000, p.125). The purpose of
this metacommunication is to facilitate a conversation with the patient about interpersonal
dynamics at play between therapist and patient in an effort to help the patient “to clarify his
construal of the therapist” and to better understand and articulate his relational schemas (2000, p.

7

The seven principles of therapeutic metacommunication as outlined by Safran & Muran (2000) are as follows:
“Principle 1: Disclose Experience or Acknowledge One’s Own Actions; Principle 2: Link One’s Own Feelings to an
Interpersonal Marker; Principle 3: Identify an Interpersonal Marker and Explore the Experience that is Linked to it;
Principle 4: Provide Feedback Regarding Subjective Experience or Perception of Patient; Principle 5: Comment on
What May be a Shared Experience; Principle 6: Track the Patient’s Response to an Intervention; Principle 7: Invite
the Patient to Explore the Therapist’s Contribution” (pp. 124-130).
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130).8 In this way, self-disclosure is considered an important technique to productively call
attention to specific ways in which the therapist and patient are relating to one another in the
here-and-now that could shed light on the kinds of maladaptive patterns of relating that the
patient experiences and contributes to outside of the therapeutic space. Clara Hill’s definition of
“therapist immediacy” is closely linked to the therapeutic technique of using the here-and-now
(2009). Hill emphasizes one of the key functions of therapist self-disclosure is to facilitate
exploration by the patient in his feelings about the therapeutic relationship and therapeutic
process (2009). In this way, self-disclosure can also be seen as a form of therapeutic modeling.
Time Limitation. Another important element to address related to short-term alliance
focused psychotherapy modality is its short-term framework. The time limitation inherently
impacts the clinical situation on a practical level and is thus considered an important element of
the theoretical framework to appreciate on a dynamic level.
On a more practical and logistical level, short-term or brief models of psychodynamic
therapy must have a prescribed time duration before the beginning of treatment, often agreed
upon with a written or verbal contract, but the specific session length of a treatment can vary.
While ideally the session length would be based on the clinical presentation and needs of a
patient, increasingly more therapy models have a set session allowance based on the institutional
or patient’s personal financial restrictions often related to restrictions on mental healthcare
coverage by many managed healthcare companies (De Geest et al., 2019; Murphy et al., 1998).
Some short-term models include only eight sessions (many short-term dynamic models at VA

8

Here is an example of this kind of communication provided by Safran and Muran (2000): “For example, a therapist
says: ‘As I listen to myself talk, I hear a kind of stilted quality to what I’m saying, and I think I’ve probably been
acting in a pretty formal and distant fashion with you. Does that fit with your experience?’ If the patient is receptive,
this type of disclosure can lead in the direction of either clarifying factors influencing the therapist’s actions (e.g., an
intuitive sense that the patient is very judgmental) or exploring the patient’s feelings about the therapist’s actions
(e.g., an experience of disappointment or abandonment)” (2000, p. 125).
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hospitals include this number of sessions due to restrictions placed by managed healthcare
coverage) (Funderburk et al., 2011), while other models involve twelve sessions (such as models
at university counseling centers, such as the City University of New York’s The Graduate
Center, due to limitations of therapist availability and high demand for services) (Kwai, 2016),
and still others include thirty sessions of treatment over the course of six months (such as models
used in psychotherapy research projects, such as the Brief Psychotherapy Research Project9). The
short-term alliance focused therapy modality used in the present study includes 20 sessions of
psychotherapy. Details related to the format and length of the short-term alliance focused therapy
are provided in the Methods section of this dissertation.
On a more dynamic level, the time-limited component of short-term therapeutic work
influences both the therapist and the patient in conscious and unconscious ways. For example,
this modality necessitates a level of time-management on the part of the therapist as well as a
collaborative effort on the part of the therapist and patient to determine a provisional focus for
the therapeutic work. In other words, the short-term modality often includes a repeated
discussion and revision of the patient’s treatment goals in such a way that facilitates forwardmovement. In addition, it has been shown that short-term work encourages therapist activity and
adherence to a focus (Horowitz & Marmar, 1984). Another study illustrated that time-limited
treatment leads to a greater prevalence of existential issues pertaining to mortality in the patient’s
presentation (Mann, 1973) which will inherently have an impact on the kinds of feelings and
thoughts that are evoked within the patient by the therapeutic situation. Evidence also suggests
that some patients who may be more likely to end long-term treatment prematurely may actually

9

A New York City hospital-based community project founded by the late Jeremy Safran, Ph.D. and J. Christopher
Muran, whose principal investigators now include J. Christopher Muran, Ph.D. and Catherine Eubanks-Carter, Ph.D.
http://www.brieftherapyprogram.com/.
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be more willing to engage in therapy and complete a treatment when a time limitation is
introduced (Hilsenroth et al., 2001). In such cases, patients might initially and consciously or
unconsciously feel fearful of a long-term modality given its undefined framework and the level
of intimacy that framework could enable. As such, these same patients might feel more
comfortable beginning in a short-term modality due to its defined structure and pre-determined
end date. It has been found that this structure facilitates a level of emotional vulnerability and
intimacy that had previously been unimaginable (Levenson, 2017). For many of these patients,
short-term work can serve as a stepping-stone for longer term work once they have experienced
and survived the emotional intimacy that had previously infused them with fears of annihilation
(anecdotal evidence collected by the author).
Arguments for & Against Short-Term Dynamic Treatments. Historically there has
been some resistance against short-term psychodynamic treatments (Hoyt, 1985). Many
clinicians have believed that short-term therapy is “simply not as good” as long-term or openended treatments (Butcher and Koss, 1978; Luborsky et al., 1975). These critics have argued that
there are inherent restrictions in the number and breadth of changes that can be expected for the
patients. These individuals argue that while short-term treatments can only focus on “one
psychodynamic sector of a patient’s personality,” the scope of positive results is much greater in
long-term psychoanalysis wherein “identity changes” and “defensive modifications” can be
experienced by the patient (Hoyt, 1985, p. 94). In addition, some have argued that short-term
treatment is “appropriate only for the mildly and recently distressed” (Hoyt, 1985, p. 95), thus
limiting the number of people that can benefit from this type of treatment.
On the other hand, many have articulated strengths of short-term dynamic treatments. For
example, some have argued that a time-limit actually interferes with a common form of patient
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resistance, wherein the patient unconsciously capitalizes on the open-ended nature of the
treatment to avoid “working through, separation, and self-responsibility” (Hoyt, 1985, p. 96;
Appelbaum, 1975; Goldberg, 1975; Hoyt, 1979; Mann, 1973). The time limitation can actually
create a “sense of urgency that helps foster a rapid and deep involvement” on the part of the
patient as well as the therapist (Hoyt, 1985; Levenson, 2017). In addition, in short-term treatment
clinicians can use the patient’s reactions to the planned termination as an opportunity to further
understand the patient’s unconscious conflicts and his transferences toward the therapist (Malan,
1976; Frances & Perry, 1983). Finally, it has been argued that the time limitation in short-term
dynamic treatments necessities an increase in therapist activity that has been appreciated by
some as early as 1946 (Alexander & French, 1946),10 but has also been criticized by orthodox
psychoanalytic clinicians given the ways in which an increase in therapist activity can thwart a
patient’s exploration of internal conflicts (Hoyt, 1985).
A multitude of strengths and weaknesses of short-term dynamically oriented treatments
can be argued by advocates and opponents. Their arguments are inherently informed by their
own theoretical backgrounds and clinical training and evidence can be found to support either
party’s perspective. That being said, the present study appreciates the empirical evidence for the
efficacy of short-term dynamic treatments, especially in light of the constraints imposed by the
current state of managed healthcare’s mental and behavioral health coverage which
disproportionately impacts underserved, under-resourced, and minority populations who have
less access to private, open-ended psychological treatments (Gibelman & Mason, 2002).
Theories on Countertransference

10

Levenson also discusses the fact that the time limitation of short-term psychodynamic treatments often coincides
with an increase in therapist activity (2017).
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The concept of countertransference originates in psychoanalytic theory. Sigmund Freud
first defined countertransference as the result of a patient’s transference on the therapist’s
unconscious conflicts, and he later suggested that countertransference is an obstacle to an
analyst’s ability to maintain the requisite neutrality toward the patient (1910, 1912). Freud’s
definition of countertransference is now referred to as the “classical definition” (Rosenberger &
Hayes, 2002).
The following ideas encompass some of the central components of Freud’s classical
definition. Freud employs a metaphor in his well-known description of the analyst’s role in the
analytic situation. Freud likens the psychoanalyst’s task to that of a receiver of a telephone,
describing in detail the ways in which the analyst’s ability to accurately listen to both manifest
and latent content in the patient’s speech is similar to how a telephone receiver “converts back
into sound waves the electric oscillations in the telephone lines which were set up by
soundwaves” (1912, p. 115). In other words, the analyst must allow her mind to be an absorbent,
blank slate preventing any imposition by her own subjectivity so that her own unconscious can
receive all that the patient’s unconscious is “transmitting” (1912).
Moreover, Freud speaks strongly against the use of an “affective technique” by the
analyst wherein she discloses personal information to allow patients to feel more comfortable in
exploring their “mental defects” (1912). The level and amount of self-disclosure on the part of a
therapist is indeed an intervention that mandates serious critical consideration prior to its
engagement, and yet relational theorists that succeeded Freud allowed therapists to expand on
their understanding and appreciation for the types of self-disclosure that could serve as
opportunities to more effectively serve their patients.
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Freud’s emphasis on the importance of neutrality and “emotional coldness”11 (1912)
coincides with his belief that any countertransferential reaction on the part of the analyst will
inevitably present as an obstacle for the kind of accurate listening that is imperative to
psychoanalytic work. Freud makes the argument that all analysts must undergo their own
analysis in order to resolve their internal conflicts, as the work they go on to do with their
patients will be halted by any existing unresolved complexes and internal resistances the analyst
has yet to work through (1910). For Freud, the analyst’s unfinished analytic work will result in
countertransferential reactions that get in the way of the analyst’s ability to effectively serve her
own patients.
Freud’s insistence on the importance of an analyst’s completion of her own analysis
persists today with good reason. It is clear that intimate awareness of one’s own self is critical in
being able to decipher the kinds of feelings that can be evoked internally in the therapist (Gelso
et al., 1995; Gelso & Hayes, 2007). The therapist must parse apart feelings that arise as a result
of the patient’s conscious and unconscious presentations and those that arise from the therapist’s
own unidentified and/or unresolved internal conflicts.
A Shift in Conceptualizations of Countertransference. Decades after the publication
of Freud’s influential papers in 1910 and 1912, three authors made bold contributions to the
field’s understanding of countertransference: D.W. Winnicott, Paula Heimann, and Heinrich
Racker.12 Their controversial contributions to the ways in which psychoanalysts viewed
countertransference would greatly impact the field in general, laying some of the groundwork for
11

Freud described the importance of “emotional coldness” in Recommendations to Physicians Practicing
Psychoanalysis: “The justification for requiring this emotional coldness in the analyst is that it creates the most
advantageous conditions for both parties: for the doctor a desirable protection for his own emotional life and for the
patient the largest amount of help that we can give him today” (1912, p. 115)
12
This paper focuses on the works of Winnicott, Heimann, and Racker, but there are of course other theorists who
played important roles in expanding the field’s classical understanding of countertransference such as Hans Loewald
and Otto Kernberg, for example.
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the two-person model of psychotherapy wherein the therapist’s subjectivity would be recognized
as part of the equation in providing psychotherapeutic treatment.13
D.W. Winnicott. Winnicott (1947) daringly described the intense hatred analysts can feel
when working to effectively contain and create “holding environments” for patients with
psychotic presentations. In his brief introduction to Winnicott’s paper, Gabbard (1994)
articulates how Winnicott’s emphasis on providing “maternal, holding environments” for
patients served as a stark contrast to the more stereotypically paternalistic perspective
highlighted in Freud’s teachings related to neutrality and emotional distance.
Winnicott’s argument is that there exists a parallel between analysis with psychotic
patients and the mother-baby dyad, especially newborn babies. In brief, Winnicott argues that
feelings of hatred are inevitable in these relationships and this hatred should not be ignored,
pushed aside, or explained away. Indeed, according to Tuber (2019), “Winnicott is saying that
true maternal (or therapist) devotion is not derived through the use of neurotic reaction-formation
but through the amalgamation and integration of hateful feelings with loving feelings” (Tuber, p.
162). Not only is it important for the mother/therapist to acknowledge and accept her feelings of
hate and love for her child/patient, but it is in fact essential that she “acknowledge her thirty
ways of hating her baby” in order to “love him as profoundly” (Tuber, p. 162). The act of
recognizing and accepting one’s own negative, hateful feelings toward one’s child or patient is
necessary in order to genuinely and deeply relate to the child or patient in more positive, loving
ways: “it is the capacity to hate that breeds the capacity to live fully, in the nursery and in the
consulting room” (Tuber, p. 164).

13

The two-person model of psychotherapeutic work is discussed in the Short-Term Alliance Focused Psychotherapy
section of this chapter.
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Winnicott’s argument that there exists a parallel between these two relationships
(therapist/patient and mother/baby) was groundbreaking because it not only acknowledges the
fact that therapists have emotional reactions when working with different types of patients, it
actually encourages the therapist to be aware of and use these feelings as a way to facilitate the
treatment and arguably facilitate the bond or connection between therapist and patient. Tuber
explains Winnicott’s idea in reference to working with psychotic patients: “In Winnicott’s view,
acknowledging and even cataloguing these hatreds is the prime resource the therapist has
available to work productively and understand meaningfully the inner lives of these troubled
persons” (p. 163). Acknowledging feelings of hatred toward her patient is what allows the goodenough therapist or “well-enough analyzed analyst” (p. 162) to have the feelings without acting
on the feelings in such a way that could lead to treatment termination. Winnicott referred to the
analyst’s need to be aware of her feelings without acting on them as the need to “bear strain”
(1947). The therapist’s ability to “bear strain” is essential in allowing the therapist to effectively
work with her patients (Tuber, 2019; Winnicott, 1947).
Moreover, it is by being able to hold and own her hatred toward the patient that the goodenough therapist creates the opportunity for the patient to experience integration both
intrapsychically and interpersonally in the future. Winnicott’s clinical example of working with a
troubled young boy illustrates the importance of the therapist being able to hold both. In this
vignette, Winnicott recognizes and accepts both his hatred and love for the boy: his hatred for the
boy when the boy behaves badly that leads Winnicott to physically bring the boy outside, rain or
shine, and Winnicott’s acceptance of the boy once the boy rings the doorbell to re-enter the
home. By showing the boy that Winnicott can experience hatred toward him and then lovingly
accept him back into the home, Winnicott allows the patient to experience “full emotion, that is
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full connection” (Tuber, p. 163) and therefore allows the boy to feel understood, seen, and joined
in one aspect of his emotional experience in the world. If the therapist were to neglect her own
frustration or hatred toward the boy and therefore completely deny the existence of those
feelings, this would result in deepening the boy’s feelings of alienation. From the boy’s
perspective, a therapist’s neglect of her hatred toward him would mean that an entire part of his
being would be unnoticed or unrecognized by his caretaker, the person by whom the child most
wants to be seen (Winnicott, 1947). In this way, hatred itself is reflective of a deep connection
and caring.
Furthermore, the boy not only experiences what it feels like to be accepted and loved
despite the ways in which he has infuriated his caretaker, he also learns what it looks like to love
someone as a product of fully seeing and understanding the different parts of that person.
Moreover, this boy has “little capacity for a more nuanced way of being, he experienced affect in
an all-or-none manner” (Tuber, p. 158) and so when Winnicott modeled this kind of acceptance
in a manner that was easily understood by the child (all-or-nothing), Winnicott facilitates the
development of insight and self-awareness in the child (Tuber, p. 158). Over time, the child will
be able to incorporate this kind of integration of emotions and emotional states into his own way
of being with himself and with others in the world.
In this same paper (1947) Winnicott outlines how obsessional, hypo-manic, neurotic,
and psychotic patients have different sets of expectations about the analyst based on what the
patients are themselves capable of feeling. Winnicott describes how obsessional patients often
think that their analyst is “doing his work in a futile obsessional way,” and hypo-manic patients
will be unable to see the analyst’s work “as an attempt on the part of the analyst to make
reparation in respect of his own (the analyst’s) guilt feelings” because the development of the
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depressive position has not yet occurred and hypomanic patients are not capable of feeling “guilt
feelings” themselves, and neurotic patients tend to assume that the analyst has ambivalent
feelings toward the patient such that if the patient is experiencing love it must be because
“someone else is getting the analyst’s hate” at the moment (Winnicott, p. 351).
Winnicott argues that psychotic patients will similarly bring their own assumptions as
they pertain to the analyst’s intentions and experience. For example, Winnicott offers a brief
vignette related to his work with a research patient that he was treating in order to demonstrate
how the ways in which therapists are “pulled” to behave with their patients can often serve as
important clinical data. Winnicott understood this patient’s psychosis in the following way: the
patient “was requiring of me that I should have no relation to her body at all…there was no body
that she recognized as hers and if she existed at all she could only feel herself to be a mind” (p.
352). Furthermore, Winnicott noted that should he refer to the existence of her body in any way,
the patient’s paranoid anxieties would intensify as if she were being “persecuted” (p. 352). The
patient’s demand that Winnicott “should have only a mind speaking to her mind” led to feelings
of frustration such that he became irritable during a session, expressing to her that her needs
were “hair-splitting.” Winnicott describes that after having a dream, he realized that the patient’s
denial of the existence of their bodies was producing in him a “psychotic anxiety” that was
“much less tolerable than ordinary castration anxiety” (p. 353). He argues that by having the
dream and “remembering it” he was able to repair the analytic work with this patient with a
newfound level of understanding of what caused his irritability: “a reactive quality of anxiety”
that was “appropriate” given that he was working with a “patient with no body” (p. 353).
Tuber argues that understanding what each patient brings to the therapeutic dyad is useful
information for the therapist’s own experience: “Knowing what the obsessional patient brings to
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treatment allows the therapist with that type of patient to think more deeply about inner feelings
of futility or to struggle with the tendency to overthink with such a patient” (Tuber, 2019, p.
155). Having an understanding of a patient’s inner life can help a therapist to maintain an
engaged yet productively separate position such that she can decipher the source of her own
internal reactions. Being able to recognize these internal reactions as a product or partial product
of a patient’s presentation allows the therapist to fulfill her therapeutic role without unknowingly
engaging in enactments. Even more, the recognition of these internal reactions in this light
allows the therapist to better appreciate the complexity of the patient’s internal experience.
In his descriptions of the various ways in which therapists behave or think in response to
different kinds of patients, Winnicott speaks to one key feature in interpersonal models of
therapeutic work: the idea that each dyad is unique, and is the result of an active, dynamic coconstruction by the two individuals.14
Tuber highlights that Winnicott’s important contribution was to articulate that every
therapeutic dyad is different and that every therapist will bring her individuality to the
therapeutic situation (2019, p.155). Winnicott appreciates that understanding the therapist’s
experience, especially the therapist’s countertransference, is a significant component of
understanding clinical phenomena within each therapeutic dyad (1947). As such, Winnicott’s
work is seen as a catalyst for interpersonal psychotherapy models (Tuber, 2019).
Paula Heimann. Heimann was an influential German psychiatrist and psychoanalyst
who challenged the field’s views on countertransference. In her seminal paper “On

14

In Ogden’s (1994) work about clinical intersubjectivity, he refers to this dynamic co-construction as “the analytic
third.” Ogden writes: “This third subjectivity, the intersubjective analytic third is a product of a unique dialectic
generated by (between) the separate subjectivities of analyst and analysand within the analytic setting” (p. 4). Each
subjectivity of the two individuals in the dyad contributes to the creation of a third, ever changing “entity” that also
plays a role in the therapeutic situation.
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Countertransference” (1950), Heimann called into question the ideal of the good analyst as the
detached analyst. She asserted that the phenomenon of countertransference should be seen as an
invaluable source of information about the patient’s internal world. Heimann made the bold
statement that “the analyst’s countertransference is an instrument of research into the patient’s
unconscious” (1950, p. 81). Not only did Heimann challenge how analysts had been perceiving
countertransferential phenomena, she argued that practitioners and scholars had been
“misreading” Freud’s initial papers. Heimann posits that the field had misunderstood Freud’s
statement that the analyst must “recognize and master” his countertransference. She argues that
instead of drawing the conclusion that Freud was mandating an “unfeeling and detached”
approach to patients, Freud was encouraging the analyst to “use his emotional response as a key
to the patient’s unconscious” (p. 83). This specific claim in Heimann’s paper is difficult to agree
with given Freud’s use of the analogy of analyst as “surgeon” (1910), which he used to elucidate
the notion that analysts must maintain a steady neutrality to fully come into contact with the
patient’s unconscious world.
Heimann (1950) writes that she was compelled to reconsider the common conception of
countertransference given how often psychoanalytic candidates whom she had been supervising
were expressing fear and feelings of guilt when becoming aware of their emotional reactions in
response to patients. She noted that the candidate’s apparent aim was “avoiding any emotional
response and becoming completely unfeeling and ‘detached’” (p. 81). Similar to Heimann,
analysts and theorists in the Sandor Ferenczi school of thought had also been questioning Freud’s
call for neutrality. Ferenczi (1932) himself argued for “complete openness” which he also
referred to as “mutuality” in the analytic situation. Others argued that an analyst ought to be
“completely open” with their patients so as to infuse the relationship with and model truthfulness
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or as a means to appear more human (Bálint & Bálint, 1932). Importantly, Heimann did not
agree with Ferenczi’s call for being open with patients or the Balints’ proposed uses of
countertransferential reactions.
Heimann provides a clinical example that illuminates her own perspective about the
potential utility of analysts actively recognizing their countertransferential reactions. In her
example, the patient began analysis with Heimann after the end of his marriage and presented
with “prominent symptoms of promiscuity” (p. 82). He had been having romantic relationships
or encounters with several women before and after the end of his marriage. During the third
week of analysis, the patient informed Heimann that he was hoping to marry a woman whom he
had recently met.
In this clinical example, Heimann describes feeling “puzzled to find that I reacted with a
sense of apprehension and worry to the patient’s remark” (p. 82) which, on one level, she
recognized as a fairly common example of a patient’s “resistance against the analysis” as well as
his need to act out his transference conflicts” which were manifesting in his unconscious desire
to have an intimate relationship with Heimann. Given the familiarity with phenomena related to
patient resistance at the beginning of treatment, Heimann was struck by this feeling that
“something more was involved in his situation, something beyond the ordinary acting out” (p.
82). She described being aware of the unusual intensity of her internal reaction to the patient’s
news, but it was initially unclear as to why she was experiencing it.
At first, Heimann could not articulate for herself what had “eluded” her, but once the
patient brought in material related to a dream, Heimann realized that her initial worry had in fact
been warranted. The patient’s dream provided overwhelming evidence for the patient’s
sadomasochism. It became clear to Heimann that the patient’s sadomasochistic tendencies
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presented dangers to himself as well as those in his life. Heimann provides this clinical example
to illustrate how the degree of apprehension and worry she experienced at the beginning of
treatment -- a degree that appeared disproportionate to the scenario of commonplace patient
resistance -- was in fact a signal to her that the patient’s interpersonal difficulties were more
severe than they appeared on the surface. Thus, Heimann’s grappling with her
countertransference at the beginning of the treatment eventually was imbued with meaning later
on in treatment.
Heimann explicitly places value in an analyst’s awareness of emotional reactions as they
arise in response to her patients. She encourages analysts to be aware of these emotional
reactions and to understand them as products of the patient’s “creation, a part of the patient’s
personality” (p. 83). Importantly, and similar to Freud, according to Heimann it is essential for
analysts to pursue their own analysis in order to “establish contact with his own unconscious” so
that “he will not impute to his patient what belongs to himself” (p. 83). An analyst must have the
ability to draw distinctions between emotional experiences that are the result of her own internal
conflicts and emotional experiences that are “the patient’s creation,” as attributing the former to
the patient would have grave consequences for the success of the treatment.
By understanding truly or distinctly countertransferential phenomena as sources of
information into the patient’s internal world, Heimann argues for a shift in the analytic
perspective of countertransference as obstacle to countertransference as invaluable tool.
Heinrich Racker. Racker (1957, 1968) offers classifications of different kinds of
countertransference reactions that can serve as both obstacles and tools in the therapist’s work.
Racker opens his influential paper “The Meanings and Uses of Countertransference” (1957) by
commenting on the lag in scientific and theoretical research related to countertransference in the
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field among his contemporaries. He explains that analysts were rejecting the possibility of their
own countertransferences due to their own internal conflicts and struggles with their own
“primitive anxiety and guilt” (1957, p. 729). Racker suggests that analysts had been avoiding the
recognition of countertransference phenomena due to the analytic work they had yet to complete
on themselves.
Racker challenges analysts to notice, reflect on, and use countertransference because
according to him the “repression of countertransference” will undoubtedly negatively impact the
analysis of the patient’s transference in that it will affect “the position of the analyst as an object
of the reexperience of childhood” (p. 728). Apart from presenting a challenge if left unnoticed,
an analyst’s awareness of countertransference can serve as a tool to understand the “mental
processes” of the patient. In addition, Racker connects countertransferential reactions and
behavior. He posits that countertransferential reactions can impact an analyst’s behavior toward
the analysand in a way that negatively impacts the process of the cure. In calling specific
attention to countertransferential behaviors, Racker cautions analysts about the potential dangers
of identifications (p. 734).
From a totalistic15 perspective on countertransference, Racker created two categories of
countertransference: one category which involves “concordant identifications” and a second
category that involves “complementary identifications” (p. 734). Concordant, also referred to as
homologous identifications occur when the therapist identifies with the patient, such that the
therapist identifies “each part of his personality with the corresponding psychological part in the
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Racker defines countertransference from a totalistic perspective in the following way: “It is precisely this fusion
of present and past, the continuous and intimate connection of reality and fantasy, of external and internal, conscious
and unconscious, that demands a concept embracing the totality of the analyst’s psychological response, and renders
it advisable, at the same time, to keep for this totality of response the accustomed term ‘countertransference’” (1957,
p. 732).
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patient -- his id with the patient’s id, his ego with the patient’s ego, his superego with the
patient’s superego, accepting these identifications in his consciousness” (p. 733). In this way,
the analyst becomes vulnerable to assuming that she knows more about the patient and the
patient’s internal world than she actually does. There is a merging of the analyst’s psychology
with the psychology of the patient in such a way that prevents the analyst from gaining an
accurate understanding of the patient’s internal world.
Complementary identifications occur when the analyst identifies with the patient’s
internal object(s). Racker explains that this kind of identification happens when the patient treats
the therapist as an internal (projected) object, and the therapist feels treated as the object without
awareness of that process occurring. For example, if an analyst begins to unknowingly identify
with the patient’s internal object reminiscent of the patient’s intrusive father, the analyst may
begin to act out toward the patient in an intrusive way. In that scenario, the analyst is unaware of
the shifts in her behavior which will undoubtedly be experienced as counter-therapeutic by the
patient. Moreover, according to Racker, a concordant identification can actually make an analyst
more likely to form a complementary identification. In other words, when an analyst fails to
realize that she is identifying with her analysand’s id, ego, and superego, the analyst may be
more likely to identify with the analysand’s internal object(s). In this situation, the analyst not
only misses the opportunity to develop a deeper understanding of the analysand, but also risks
acting out toward the patient in a countertherapeutic way.
An analyst’s awareness of these two forms of identification with her patient, or
countertransference reactions, not only helps the analyst to understand how and when to interpret
a patient’s transference, but also prevents the analyst’s unconscious engagement in enactments.
Racker cautions analysts “to interpret them rather than be unconsciously ruled by these reactions,
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as not seldom happens” (p. 737). Without awareness of these countertransferential processes, an
analyst is unable to offer useful interpretations because she is caught up in an unproductive and
unconscious interpersonal process with her patient.
A Contemporary View. Hayes and Gelso (2018) offer a new conception of
countertransference that they refer to as “integrative” which combines features of three
definitions of countertransference that have thus far been the most prominent in the field:
classical, totalistic, and complementary. The “classical” definition offered by Freud (1910)
focuses on an analyst’s “neurotic” reactions to the patient’s transference and the potential
obstacles of these reactions to the treatment’s success. The “totalistic” definition includes all
conscious and unconscious reactions the analyst has in response to a patient and the notion that
an analyst’s effective use of these reactions can be helpful for the treatment (Heimann, 1950;
Kernberg, 1965). The “complementary” perspective originated in interpersonal, relational, and
object relations theories (Anchin & Kiesler, 1982; Butler, Flasher, & Strupp, 1993; Levenson,
1995; Strupp & Binder, 1984). According to this conception, a therapist sometimes experiences
“pulls” from the patient. Without the proper awareness, these pulls can impact the therapist to
behave in a way that infringes upon the treatment, but when aware of these pulls, the therapist
can refrain from acting on them and instead seeks to understand “what the patient is doing to stir
up these reactions” (2018, p. 497). In this way, a therapist’s awareness in the here-and-now leads
to an opportunity for intervention, deeper exploration, and understanding.
Hayes and Gelso (2018) integrate aspects of the classical, totalistic, and complementary
perspectives to form their own “integrative” definition of countertransference: “as internal and
external reactions in which unresolved conflicts of the therapist, usually but not always
unconscious, are implicated” (p. 497). The integrative definition is derived in part from their
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Countertransference Interaction Hypothesis (Gelso & Hayes, 2007) which states that
countertransference should be understood as an interaction between a therapist’s unresolved
conflicts and a patient’s characteristics that stir up the therapist’s conflicts. Similar to the
classical approach, their integrative definition emphatically stipulates that countertransferential
reactions must be related to the therapist’s unresolved conflicts and vulnerabilities. Similar to the
totalistic approach, Hayes and Gelso argue that the therapist’s unresolved conflicts can be either
unconscious or conscious and that countertransference is inevitable, either hindering or helping
the treatment depending on the therapist’s awareness and use of these reactions. Similar to the
complementary approach, the integrative approach indicates that countertransferential reactions
occur in response to “both transference and nontransference” materials that are presented by the
patient.
There remains a theoretical question of whether countertransferential reactions must
derive from a therapist’s “soft” or “blind” spots or whether, as suggested by the totalistic
approach, the reactions include any feelings experienced by a therapist in reaction to his patients.
The most commonly used definition stipulates that countertransference reactions originate in a
therapist’s unresolved conflicts and are triggered in some way by the patient’s presentation
(Hayes & Gelso, 2018, p. 497).
The present study defines countertransference phenomena primarily along the lines of
Hayes and Gelso’s integrative definition in that countertransference reactions are believed to
occur most acutely when a therapist’s unresolved internal conflicts become triggered in the
therapeutic situation. Unlike Hayes and Gelso’s theoretical framework, the present study
considers aspects of the totalistic definition of countertransference to be valid as well. There are
times when a therapist experiences a noteworthy countertransferential reaction to a patient that
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does not necessarily stem from an unresolved internal conflict, but instead is the result of a
therapist’s sensitivity to or familiarity with aspects of the patient’s presentation.
Christopher Bonovitz’s work on countertransference in the psychoanalytic treatment of
children (2009) captures one of the ways in which the present study conceptualizes
countertransference. While Bonovitz is describing countertransference as it occurs in
psychoanalytic treatment of children, his descriptions of the processes that occur internally for
therapists are relevant for work with adults as well. Bonovitz (2009) describes how working with
children can sometimes stir up “attendant fantasies…in the context of the childhood memory” of
the therapist (2009, p. 235). According to Bonovitz, these memories should be used by the
therapist as opportunities to “not only make contact with his or her ‘self’ as a child, but also to
further symbolize these states of mind and use them in the exploration of the child patient’s
mind” (2009, p. 235). Bonovitz encourages therapists to not only recognize their reactions as
countertransference, but to also use them as opportunities for developing a deeper understanding
of their child patient’s inner and outer worlds. In addition, Bonovitz argues that therapists can
use these moments to understand more fully who they are for that particular patient and who they
are as therapists in general.
Empirical Studies of Countertransference
A relatively understudied clinical phenomena, countertransference has been examined in
only 36 empirical according to a meta-analysis published in 2018 (Hayes et al., 2018). The 36
empirical studies approached the topic of countertransference phenomena by looking at the
following relationships: countertransference reactions and psychotherapy outcome,
countertransference management and countertransference reactions, and countertransference
management and psychotherapy outcome (Hayes et al., 2018).
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Prior to describing the significant findings related to these three relationships, it is
necessary to outline the ways in which countertransference has been operationalized. Studies
have predominantly approached the examination of countertransference phenomena by assessing
countertransference reactions, countertransference behaviors, and countertransference
management. Many measures assess countertransference reactions as self-reported by the
therapist (Countertransference Questionnaire, CTQ, Zittel & Westen, 2003; Betan et al., 2005).
Both countertransference behaviors and management have been assessed by self-report and
observer-based reporting by the therapist’s supervisor (Countertransference Management Scale,
CMS; Pérez-Rojas et al., 2017; Countertransference Factory Inventory, CFI, Van Wagoner et al.,
1991).
Studies have shown that countertransference reactions impact therapists on behavioral,
cognitive, somatic, and affective levels (Fauth, 2006). When impacted negatively by
countertransferential reactions, studies have shown that therapists can become avoidant of
specific material presented by a patient by ignoring affect, changing the subject, or preventing
further discussion of a particular topic (Bandura et al., 1960). Gelso, Hayes, and colleagues
showed that when experiencing positive countertransferential reactions, therapists can become
overinvolved with their patients or lose focus of the patient’s needs by becoming “excessively
nurturing” toward their patients (Gelso et al., 1995; Hayes et al., 1998, Hayes et al., 2015).
On a cognitive level, studies have shown that countertransference reactions can distort a
therapist’s perceptions of patients and negatively impact a therapist’s ability to remember session
material (Fauth & Hayes, 2006). On a somatic level, developers of the Body-Centered
Countertransference Scale have shown that therapists can experience “sleepiness, muscular
tension, and headaches” as a result of countertransference reactions (Booth et al., 2010).
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Therapists’ affective responses to countertransference have been primarily measured by
assessing level of anxiety (Hayes & Gelso, 2001); however, some studies have examined a
variety of positive and negative feelings that can be felt by therapists as a result of experiencing
countertransferential reactions (Fauth & Hayes, 2006). Fauth and Hayes (2006) note that
negative appraisals of patients by therapists can lead to avoidance and hesitation as well as
feelings of being threatened and harmed. On the other hand, Fauth and Hayes (2006) also note
that positive appraisals of patients by therapists can reduce stress levels and therefore facilitate
management of countertransference feelings. Interestingly, that study also found that when
therapists felt more positively toward their patients they tended to provide more “positive
diagnostic evaluations” of the patients (2006, p. 437) which calls into question the accuracy of
the diagnoses.
Studies have shown that the management of countertransference is facilitated by five
particular therapist qualities: “self-insight, conceptualizing ability, empathy, self-integration, and
anxiety management” (Hayes et al., 2018). These five characteristics were identified by data
provided by clinical supervisors on the Countertransference Factors Inventory (CFI; Van
Wagoner et al., 1991). Importantly, data from the self-report version of the CFI shows a lack of
validity in its scoring, suggesting that therapists are not accurate assessors of their abilities to
manage countertransference. Nonetheless, the study showed that therapists who have
characteristics related to reflective capacity, mentalization, and empathy can better manage
countertransference reactions as they occur in treatment.
Countertransference Reactions, Management, and Outcome. According to the
aforementioned meta-analysis (Hayes et al., 2018), the 36 empirical studies related to
countertransference phenomena approached the topic by looking at the following relationships:
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countertransference reactions and psychotherapy outcome, countertransference management and
countertransference reactions, and countertransference management and psychotherapy outcome
(Hayes et al., 2018).
The 14 studies that examined the relationship between countertransference reactions and
psychotherapy outcome reported a significant finding indicating that more frequent
countertransference reactions are associated with poorer outcomes (2018, p. 500). These studies
showed that when reactions as a result of countertransference are more prominent in the
therapeutic situation, patients will experience less positive growth over the course of treatment.
The 13 studies that examined the relationship between countertransference management
and countertransference reactions showed that better management is associated with fewer
reactions (2018, p. 500), illustrating that when therapists are better at managing their
countertransference, they react less frequently in therapeutic situation. In addition, a therapist’s
ability to acknowledge and understand her countertransferential reactions has been shown to be a
useful tool in providing effective therapeutic treatment, specifically in facilitating the
establishment of a positive therapeutic alliance (Machado, 2015).
The remaining nine studies showed that better countertransference management is
correlated with better psychotherapy outcome (2018, p. 500), suggesting that a therapist’s ability
to manage countertransferential reactions has a positive impact on treatment efficacy. Hayes and
colleagues (2018) note that there is a “striking paucity” (p. 499) of empirical studies that assess
the relationship between countertransference and countertransference management with distal
outcomes. The majority of research on countertransference and countertransference management
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examines outcome with immediate or proximate forms of outcome assessment (Hayes et al.,
2018).16
A field study conducted in 1997 (Hayes et al.) examined the relationship between
countertransference behavior and two particular therapist factors, empathy and self-integration,
in poor to moderate versus successful counseling cases. These two factors were assumed to be
integral in the management of countertransference. Results suggested that therapists with less
empathy and less self-integration exhibited more countertransference behavior. In addition, the
study showed that therapist countertransference behavior was inversely related to treatment
outcome in poor to moderate outcome cases but was not related to treatment outcome in
successful cases (Hayes et al., 1997).
A study conducted by Gelso and colleagues in 2002 was the first to explicitly assess the
relationship between countertransference management and therapy outcome (Gelso et al., 2002).
Outcome was assessed using the Counseling Outcome Measure (COM; Gelso & Johnson, 1983),
a measure that was completed by the therapists as well as the supervisors. Countertransference
management was measured by therapists’ supervisors on the CFI (Van Wagoner et al., 1991).
Results showed that patients experienced better outcome when working with therapists in
training who managed their countertransference more effectively (Gelso et al., 2002). The study
also highlighted that the following subscales on the CFI were significantly and positively
correlated with client outcome: Self-Integration, Anxiety Management, and Conceptualizing
Skills (Gelso et al., 2002).
16

Psychotherapy outcomes are assessed at different time points. One form of psychotherapy outcome, an
“immediate outcome” (Hayes et al., 2018), assesses the effects of treatment within the therapeutic hour. Distal
outcomes assess effects of treatment patient functioning at the end of treatment. In between immediate and distal
outcomes are “proximate outcomes” which is when outcome is assessed within a specific series of sessions and/or
an outcome is considered to be a “way station for more distal outcomes” (p. 499). For example, change in a patient’s
reflective functioning capacity can be seen as proximal to change in patient well-being over the course of treatment,
which is a distal outcome.
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Finally, a case study conducted by Rosenberger and Hayes illustrated the negative effects
of unmanaged countertransference on treatment efficacy (Rosenberger & Hayes, 2002) in one
particular short term psychotherapy treatment. Results of this in-depth analysis of a 13-session
treatment showed that a therapist’s avoidance behavior increased when session material activated
their unresolved conflicts. The increase in the therapist’s avoidance behavior had a negative
impact on the patient’s perception of the working alliance and session impact (Rosenberger &
Hayes).
Most Recent Empirical Studies. Since the publication of the Hayes and colleagues
meta-analysis in 2018, there remains a paucity of published empirical studies related to
countertransference. 17 One study (Westerling et al., 2019) examined the relationship between
patient attachment and therapist countertransference in 100 therapeutic dyads. This study found
positive associations between patient self-reported attachment anxiety and therapist self-rated
levels of the following countertransference dimensions: “parental/protective,”
“special/overinvolved,” and “overwhelmed/disorganized.” (2019, p. 73). The data suggests that
initial levels of patient attachment anxiety as well as levels of patient attachment anxiety reported
after three months of treatment were positively associated with the aforementioned dimensions
of therapist countertransference. When patients experienced a decrease in levels of attachment
anxiety after three months of treatment, their therapists reported a decrease in the intensity of
their countertransference pertaining to parental, protective, special, overinvolved, overwhelmed,
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A non-empirical paper (Pedhu, 2019) was published that served as a review of the concepts, approaches, and
structure of countertransference as it pertains to pastoral counseling. This paper does not contribute new empirical
data but explored the ways in which counselors can “overcome countertransference” in their practice. The author
reviewed literature to provide evidence for the use of the following strategies as ways to mitigate interference of
countertransference in counseling relationships: self-insight, conceptualizing skills, empathy, self-integration, and
anxiety management skills (Pedhu, 2019; Gelso, 2001; Gelso & Hayes, 2007). The paper argued that the use of these
strategies allows pastoral counselors to become aware of negative countertransference feelings toward their clients
so that they can provide effective treatment.

41

and disorganized feelings. This study illustrated that there is a connection between patient
attachment and therapist countertransferential reactions, such that the two can co-evolve over the
course of treatment. These findings suggest that providing therapists with information pertaining
to their patient’s attachment levels as well as their own countertransference could have a positive
impact on treatment outcome since the awareness of that information can promote “better
awareness of patterns that are being altered or perpetuated throughout treatment” (2019, p. 79).
The only other empirical paper published since the 2018 meta-analysis (Hayes et al.) was
a psychometric evaluation of an abbreviated version of the Feeling Word Checklist (FWC-BV;
Breivik et al., 2020), a self-report questionnaire that seeks to assess therapist levels of
countertransferential feelings toward patients (Breivik et al., 2020). The study validated the
FWC-BV and provided evidence to support that therapists working with patients who met
criteria for Borderline Personality Disorder experienced more inadequate and idealized feelings
and less confidence over the course of treatment (2020, p. 1). This study illustrates how there is
often an association between a patient’s presentation and the kind of countertransferential
feelings that are evoked within therapists.
It is clear from the review of empirical studies pertaining to countertransference that it is
a complex, multi-faceted phenomenon. While some evidence supports the impact that
countertransference can have the therapeutic process, more research is needed in order to better
understand how a therapist’s countertransferential reactions can play a role in the patient’s
change process.
Gendlin’s Theory of Experiencing
Eugene Gendlin is known as one of the most influential thinkers in the person-centered,
humanistic, and experiential psychotherapy traditions. Gendlin worked with Carl Rogers and his
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team to understand mechanisms of therapeutic change. Gendlin’s own philosophical, theoretical,
and research-based works related to psychotherapy have consistently centered on the importance
of “active” or “embodied” Experiencing,18 specifically the importance of the lived, felt
experience as a mechanism of change in psychotherapy. Gendlin defines Experiencing as “the
basic felt referent of awareness that can progress from elusive to clear” (Klein et al., 1986, p. 26).
Critical in the process of Experiencing is an individual’s adherence to a nonjudgmental stance
toward their own internal reactions. It is in part due to this accepting approach that an individual
can recognize and appreciate the many layers of one’s felt experience. Appreciating the
complexity of one’s internal reactions is ultimately what allows for the construction of new and
profoundly felt meaning.
Gendlin’s appreciation for the complexity of the felt experience stems from the Rogerian
client-centered theoretical framework (1951) but departs from this framework in significant
ways. Gendlin called attention to a problem with the typical therapeutic response in the clientcentered approach which was referred to as “reflection of feeling” (Rogers, 1951). Gendlin
argued that while “reflection of feeling” emphasized the patient’s concrete, affective experience
it missed the mark because the word “feeling” seemed to refer to a “very specific emotion”
(Gendlin, 1968). Gendlin argued that while there are times when an individual will indeed
experience a distinct emotion such as love, joy, anger, or fear, it is more often the case that the
same individual “feels nothing as clear as that” (1968, p. 209). He argued that individuals are
often “up against a complicated and somewhat unclear situation” when faced with their
emotional state (1968, p. 209). His emphasis of the “complicated” and “unclear” nature of an
individual’s emotional composition speaks to the ambivalence of the human experience.

18

The term Experiencing will be italicized and capitalized when specifically referring to Gendlin’s definition of the
construct.
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Moreover, Gendlin drew an important distinction between feelings and conditions. While a
person can certainly feel “helpless,” “worried that,” “resentful because” or “hoping for,” Gendlin
argued that those experiences are not truly emotions, but instead are “complicated ways we react
and ways we see ourselves in situations” (1968, p. 209). So, while emotional elements are part of
what Gendlin refers to as an individual’s “felt sense,” there are also intellectual and cognitive
components to what he refers to as “complex experiencing” (1968).
Importantly, the definition of Experiencing entails an emphasis on the possible
progression of this kind of awareness. In this way, the construct is inherently dynamic as
opposed to stagnant. In fact, Gendlin insisted that the term be “Experiencing” versus
“experience” in order to highlight the ongoing nature of the phenomenon. Therefore, an
individual’s ability to pay attention to, focus on, and make sense of “inner referents” (or, internal
signals) can vary across time, situation, and even content. Furthermore, an individual’s capacity
for Experiencing can develop and strengthen over time, especially when undergoing therapeutic
treatment wherein the individual is encouraged to focus internally as a means to make meaning
of and understand the complexity inherent in distinct feelings.
Gendlin developed a philosophy called experiential phenomenology (1962) which
proposes that the body should be considered as a valuable source of meaning. For Gendlin, a
form of meaning is “not only a logical structure, but it also involves a felt experiencing” (1962,
p. 1), because while Gendlin agreed that there is a place for logical reasoning, he warns us that
formal logic can “deaden experience” in that it “restricts our capacity to think” (Liberman, 1994,
p. 355). Gendlin argued that the body plays an important role because in any one lived moment,
an embodied experience is “a consistent source of implicit knowing” because bodily states
involve “overlapping processes” such as physiological, sensory-motor, and even interpersonal
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processes (Rennie et al., 2010, p. 167). For Gendlin, the body is a central conduit for an
individual to become aware of a “felt sense,” a vague response to a problematic situation. If this
felt sense is then symbolized into words and images, “its meaning will come to us” (Rennie et
al., 2010, p. 167). Gendlin argued that as the individual finds the right symbols to express the
“felt sense,” the individual’s Experiencing deepens and there is forward movement toward
finding a resolution to the problematic situation. Importantly, Gendlin argued that the individual
knows when the “right symbols” are found because of a pre-verbal, felt sense that symbols fit in
such a way that “feels right” to the individual (1962).
A fundamental feature of Gendlin’s philosophy of experiential phenomenology is that he
believes that the understanding of concepts is the result of appreciating the complexity and
intricacies of phenomena as opposed to forcing that complexity to conform to concepts drawn
from the “externalizing logical order” (Rennie et al., 2010; Gendlin 1962, 1991). This aspect of
Gendlin’s philosophical approach flows through his research related to psychotherapy and is
reflected in his conceptualization of the Experiencing phenomenon. As one’s Experiencing
deepens, there is a deeper appreciation for uncertainty and complexity as opposed to finite clarity
as one makes and finds meaning.
His philosophical work informed the development of The Experiencing Scale (Gendlin,
1969),19 which was initially used to assess a patient’s20 level of “Experiencing” during sessions.
The scale was then adapted to assess a therapist’s capacity to both appreciate the emotional
experiences of her patient and to effectively guide the patient toward “focusing” on his felt
experiences during psychotherapy sessions.

19

Gendlin’s Experiencing Scale (1969) is discussed in greater detail in the Methods section of this dissertation.
Importantly, given the client-centered orientation of Gendlin and Rogers’ clinical, research-based, and theoretical
work, patients are customarily referred to as “clients.” For consistency and simplicity, clients are referred to as
patients throughout this dissertation.
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On The Experiencing Scale (Gendlin, 1969), a patient’s level of Experiencing is assessed
in terms of his or her quality of participation and engagement in a session. The scale captures the
extent to which the patient uses “inner referents” as “felt data of attention” (1969). In other
words, the scale assesses the extent to which a patient is actively paying attention to his internal
signals to better understand and make meaning out of their experience in the world. For example,
a patient initially expresses “sadness” about an argument he had with his wife in response to the
therapist’s inquiry about how the argument made him feel. By engaging further with his
emotional experience, by focusing on the felt experience of his sadness, the patient achieves a
higher level of Experiencing when he realizes that his sadness stems in part from a deeply seated,
longstanding self-concept that he is fundamentally unlovable.
A therapist’s capacity for Experiencing pertains to her ability to engage in the patient’s
Experiencing during sessions and to appreciate her own role in the dynamics at play in the
therapeutic relationship. According to the adapted version of The Experiencing Scale (Gendlin,
1969) that was created to assess therapist activity (Klein et al., 1986), a therapist at the lowest
level of the scale is “impersonal, detached, and not referring to the patient” (p. 54). As a
therapist’s level of Experiencing deepens, and as the therapist achieves higher scores on the
scale, her intellectual interest leads to more frequent references to the patient’s feelings and the
patient’s Experiencing. At higher levels, the therapist engages in a “shared or common process”
such that the process between patient and therapist becomes the “focus for exploration and the
emergence of new experiencing” (p. 54). As the therapist achieves higher scores on The
Experiencing Scale (Gendlin, 1969), she engages with the patient in an interpersonal process
wherein both parties focus on this process as a means for deepening the patient’s experience and
furthering the patient’s exploration for meaning. In this way, the conceptualization of a
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therapist’s capacity for Experiencing with respect to her work with a patient reflects the move
from a one-person to a two-person psychology model.
This process is related to the technique of using the here-and-now. While not articulated
in these terms by Gendlin and his colleagues, when a therapist achieves higher levels on The
Experiencing Scale (Gendlin, 1969), she often introduces the here-and-now into the therapeutic
situation to facilitate a patient’s change process. The therapist uses the therapeutic relationship as
a platform to explore the patient’s internal and interpersonal processes.21
The therapist’s level of Experiencing is related to a therapeutic technique that Gendlin
developed called “focusing.” Focusing occurs when a therapist brings the patient’s attention
“directly to his own felt meaning” (1968, p. 211). Focusing involves “the experiential response
on the part of the therapist that aims at the patient’s concrete feeling which always implicitly
includes the situational and intellectual aspects” (1968, p. 209). Focusing is an ongoing process
that necessarily requires a “feeling further” of an experience by the patient. A therapist helps a
patient to “focus” in order to achieve higher levels of complex Experiencing. In addition to
helping the patient to deepen his emotional exploration, focusing was also assumed to allow for
the alleviation of tension.
Gendlin and Berlin (1961) conducted a study to test whether focusing on experience
would lead to tension reduction and they found that when a group of individuals was instructed
to focus on their experience of strong and difficult feelings, this group showed more tension

21

The Approach Tally Coding System is a Gendlin-informed coding system that was developed by the author to
assess a therapist’s explicit efforts to facilitate a patient’s level of Experiencing during a session. The coding system
is directly informed by Gendlin’s writings about the therapist’s role in therapeutic situation and his writings about
the therapeutic technique he referred to as “focusing.” The Approach Tally Coding System is discussed in detail in
the Methods section of this dissertation.
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reduction than groups that had not been instructed to focus on their experience in the same way
as the experimental group (1961).
Importantly, Gendlin notes that some patients who begin psychotherapy already have an
ability to engage experientially while others require a therapist’s guidance toward focusing in
order to discover new meanings related to their experiences in the world (1968). According to
Gendlin, this therapeutic technique of focusing is paramount in providing effective
psychotherapy as it is the best way to help a patient to deepen his understanding of the self and
of the self in relation to others (1968).
Empirical Studies of Experiencing
Initial empirical research pertaining to patient level of Experiencing yielded mixed
results. While Kiesler, Klein, and colleagues (1965) were able to illustrate that higher levels of
patient Experiencing correlated with better outcome for neurotic patients, the same was not true
for schizophrenic patients (Rennie et al., 2010, p. 169). Additionally, there has been some debate
as to what The Experiencing Scale (Gendlin, 1969) actually measures. While Gendlin maintained
that Experiencing is a felt sense that encompasses much more than only emotion or cognition,
and thus The Experiencing Scale (1969) assesses the complexity of that felt sense, some have
argued otherwise. Some have said that The Experiencing Scale (1969) emphasizes emotional
expressiveness as opposed to cognitive expressiveness (Lambert & Hill, 1994), while others have
determined the opposite to be true (Wexler, 1974). Klein and colleagues concluded that The
Experiencing Scale (1969) is a measure of reflective style (Klein et al., 1986).
Despite the fact that there has been some controversy regarding The Experiencing Scale
(1969), studies have demonstrated that patients who had engaged in process-experiential therapy
did in fact attain higher Experiencing levels over the course of treatment (Goldman et al., 2005;
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Greenberg & Higgins, 1980; Pos et al., 2003). In addition, this series of studies also found that
the change in patient Experiencing level better predicted outcome than a patient’s initial (pretreatment) Experiencing level (Goldman et al., 2005; Greenberg & Higgins, 1980; Pos et al.,
2003). Outcome was assessed using the Beck Depression Inventory (Beck et al., 1961), the
Inventory of Interpersonal Problems (Horowitz et al., 1988), the Symptom Checklist 90-R
(Derogatis et al., 1976), and Rosenberg Self-Esteem Scale (Rosenberg, 1965).
In addition, empirical research suggests that there is likely a relationship between
therapist level of Experiencing and patient outcome in short-term alliance-focused psychotherapy
modality. It has been shown that therapists who undergo Alliance-Focused Training (AFT) are
more likely to articulate and process aspects of their internal experience while responding to
questions about the therapeutic relationship during a termination interview (Boutwell et al.,
2015; Safran et al., 2014). A study found that therapists with higher levels of Experiencing
scores were able to repair more of the ruptures that occurred over the course of treatment
(Kazariants, 2011). The study showed that when therapists are aware of their internal
experiences, both feelings and thoughts, they can more adequately manage dynamics at play
within the therapeutic relationship, especially in moments of conflict, disagreement, and
misunderstanding (2011). These findings suggest that therapists can use their reactions to the
patient as important clinical data which informs how they work with their patients. Finally, it is
understood that patients involved in treatments wherein more ruptures are resolved have better
outcomes (Muran et al., 2009).
In brief, the aforementioned studies illustrate that the link between therapist level of
Experiencing and outcome is as follows: therapists who undergo Alliance-Focused Training tend
to have higher levels of Experiencing; therapists with higher levels of Experiencing repair more
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ruptures in therapeutic relationships; and when therapists are better equipped to repair ruptures in
treatments, patients experience better outcome.
In addition, it has been shown that patients of therapists who are trained to engage in
focusing (a technique that requires a level of experientially grounded reflection on the part of the
therapist) experience better outcome (Rennie et al., 2010). Studies have shown that therapist
capacity to focus was related to successful termination of therapy (Leijssen, 1996) and improved
self-reported ratings of symptoms as well as scores on measures related to personality (Katonah,
1991).
While there have not been many empirical studies that have utilized The Experiencing
Scale (Gendlin, 1969) to assess therapist level of Experiencing and its impact on patient
outcome, other studies have examined related therapist characteristics that speak to some of the
features privileged in the notion of Experiencing. These characteristics include openness, selfawareness, self-acceptance, and a capacity to reflect (Castonguay, & Goldfield, 1994; Kolden,
1996; Creed & Kendall, 2005; Bruck, Winston, Adeholt, & Muran, 2006). Evidence has also
been found to suggest the opposite to be true, that therapists who are more self-critical engage in
more negative interpersonal processes with their patients which in turn has a negative impact on
the therapeutic relationship as well as on patient outcome (Lichenberg et al., 1988; Henry &
Strupp, 1994).
These studies provide evidence to suggest that therapists who possess characteristics
related to higher levels of Experiencing such as self-insight and empathic ability are more likely
to form collaborative and therefore successful relationships with their patients. The establishment
of productive therapeutic relationships is understood to have a positive impact on a patient’s
change process.
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Relationship between Countertransference and Experiencing
There exists a gap in the literature related to empirical studies that explicitly examine the
relationship between countertransference and Experiencing.22 Examining this relationship is one
way to consider how a therapist’s reactions to her patient might impact her engagement with the
patient’s emotional experience and thus affect the therapist’s ability to provide effective
treatment. Given the importance of attending to the here-and-now in short-term alliance focused
psychotherapy, the present study provides a unique opportunity to explore how
countertransference is associated with a therapist’s ability to notice and address apparent shifts in
the patient’s emotional experience in the moment. In addition, the study allows us to see how
countertransference might relate to the therapist’s use of the therapeutic relationship as a medium
to explore aspects of the patient’s intrapsychic and interpersonal characteristics in the here-andnow.
While interviewing therapists who had completed short-term alliance focused
psychotherapy treatment, it became evident that many of the therapists had experienced and
reported “shifts” in their own countertransference over the course of treatment. These therapists
articulated that shifts in their own countertransference coincided with perceived shifts in the
strength of the therapeutic relationship as well as the treatment process. The occurrence of shifts
in countertransference called attention to the dynamic nature of the therapeutic relationship over
the course of treatment which led to questions about how these shifts in a therapist’s
countertransference might be related to the therapist’s engagement in the treatment, specifically
the therapist’s engagement with the patient’s emotional experience.

22

It is important to note that while an extensive search to identify empirical studies that examined the relationship
between countertransference and Experiencing yielded no results, it is possible that studies have been conducted that
were not discovered by the author.

51

In addition, the link between countertransference and Experiencing is supported by
Gendlin’s own theoretical work (1968). Although he does not refer to it as such, Gendlin places
import on countertransference phenomena when conceptualizing the role of the therapist in the
therapeutic situation. The following quotation encapsulates Gendlin’s appreciation for the
occurrence of countertransference and the need for the therapist to be aware of her reactions in
order to maintain her role and carry out her therapeutic duty:
“What the client stirs in me is always partly me. In a different person he might stir
different reactions. But my reactions are also partly a function of the client and his way of
setting up situations and interactions. Whatever of me might be revealed thereby, I must
insure [sic] that he can react to it and carry his experiencing further with me than he
usually can with others.” (1968, p. 224)
In this statement, Gendlin suggests that there is a relationship between countertransference and
Experiencing. He not only confirms that countertransferential reactions exist, but he also argues
that they are unique to individual therapists and to therapeutic dyads. In addition, Gendlin argues
that while the therapist may experience reactions that are “partly me” and “partly a function of
the client,” the therapist must be aware of these reactions. The awareness of what is “stirred up”
in the therapist allows her to avoid unknowingly engaging in an enactment. In addition, this
awareness can facilitate the deepening of the therapeutic work as it allows the therapist to further
engage in the patient’s experiential process.

Therapists often experience countertransferential reactions to their patients, and it is
known that these reactions have the potential to be useful or harmful in the therapeutic process.
In order to be useful to the therapeutic process, countertransference needs to first be identified by
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the therapist, which inherently requires a level of self-awareness and a capacity for experiential
reflection on the part of the therapist.
Moreover, short-term alliance focused therapy is known to work well when the therapist
attends to the here-and-now with the patient in such a way that helps the patient to deepen his
understanding of his internal world. In the context of short-term alliance focused therapy, and
perhaps in other dynamic treatment modalities as well, it is important to consider the ways in
which a therapist plays a role in the treatment process for the patient.
The Present Study: Aims & Hypotheses
The present study aims to deepen our understanding of how countertransference occurs
and develops over time in treatment and how a therapist’s capacity to be aware and reflective is a
factor in psychodynamically-oriented therapeutic work, specifically short-term alliance focused
therapy. This study seeks to add to the current literature regarding the ways in which the
following therapist factors relate to one another as well as the patient’s change process:
countertransference, therapist level of Experiencing, and therapist engagement with the patient’s
emotional experience. The following questions will be addressed:
1) Does a therapist’s countertransference relate to that therapist’s engagement with
patient affect?
2) If a therapist has a capacity for experiential reflection, is she more aware of her
countertransference when it occurs?
3) If a therapist is more aware of her countertransference, what does that mean about
how she engages with patient affect?
4) When a therapist engages with patient affect more, how does that relate to patient
outcome?
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Therapist countertransference is examined in terms of countertransference dimensions as
well as the intensity of countertransference as self-reported after every therapy session. Therapist
countertransference is defined by the eight dimensions of the Countertransference Questionnaire,
(CTQ; Zittel & Westen, 2003; Betan et al., 2005).23, 24 For the purposes of this study, the
following four dimensions of the CTQ are categorized as negative forms of countertransference:
Factor 1: overwhelmed/disorganized, Factor 2: helpless/inadequate, Factor 6: disengaged, and
Factor 8: criticized/mistreated. The following dimensions of the CTQ are categorized as positive
forms of countertransference: Factor 3: positive and Factor 7: parental/protective.
Therapist capacity for experientially grounded reflection is assessed at the completion of
treatment by using The Experiencing Scale to code responses provided during a semi-structured
interview with the author (Gendlin, 1969). Therapist engagement with patient affect during
sessions is assessed using the Approach Tally Coding System, a coding system created by the
author. 25
The patient’s change process is assessed by calculating change in patient functioning over
the course of treatment as measured by the Outcome Questionnaire 45.2 (OQ-45.2; Lambert et
al., 2013) and the Brief Symptom Inventory, (BSI; Derogatis & Melisaratos, 1983). Patient
written responses to feedback questions at termination supplement quantitative data from selfreport measures.

23

The eight dimensions defined by the CTQ are as follows: Factor 1: overwhelmed/disorganized, Factor 2:
helpless/inadequate, Factor 3: positive, Factor 4: special/overinvolved, Factor 5: sexualized, Factor 6: disengaged,
Factor 7: parental/protective, and Factor 8: criticized/mistreated.
24
All of the following measures will be discussed in detail in the Methods section of this dissertation: CTQ (Zittel &
Westen, 2003; Betan et al., 2005), Approach Tally Coding System, Experiencing Scale (EXP, Gendlin, 1969), OQ45.2 (Lambert et al., 2013), and BSI (Derogatis & Melisaratos, 1983).
25
Specifics regarding the Approach Tally Coding System and The Experiencing Scale (Gendlin, 1969) are detailed
in the Methods Section.
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The following four aims and accompanying hypotheses outline the relationships that are
investigated in this study.
Aim One. The first aim is to document the relationship between therapist level of
engagement with patient affect during each session (“Approach Tally”) and therapist level of
Experiencing measured post treatment during a semi-structured interview. It is hypothesized that
therapist level of engagement with patient affect measured at each session will be positively
associated with therapist level of Experiencing measured post-treatment.
Aim Two. The second aim is to examine if negative and positive dimensions of
countertransference differentially relate to therapist level of engagement with patient affect
(“Approach Tally”). It is hypothesized that 1) the negative countertransference dimensions will
be inversely associated with therapist level of engagement with patient affect measured at each
session, while 2) the positive countertransference dimensions will be positively associated with
therapist level of engagement with patient affect.
Aim Three. The third aim is to determine the relationships between negative and positive
dimensions of countertransference and change in patient functioning. It is hypothesized that 1)
the negative countertransference dimensions will be inversely associated with change in patient
functioning, while 2) the positive countertransference dimensions will be positively associated
with change in patient functioning.
Aim Four. The fourth aim is to document the following two relationships: 1) therapist
level of Experiencing and patient functioning, and 2) therapist level of engagement with patient
affect during sessions (“Approach Tally”) and patient functioning. Regarding therapist level of
Experiencing: it is hypothesized that patients working with therapists with higher ratings of
Experiencing at termination will demonstrate greater magnitude of improvement in functioning
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as compared to patients working with therapists with lower ratings of Experiencing at
termination. Regarding Approach Tally: it is hypothesized that patients working with therapists
who engage with affect more frequently during sessions will demonstrate greater magnitude of
improvement in functioning than patients working with therapists who engage with affect less
frequently during sessions.

The results of this study have the potential to inform our understanding of the roles of
countertransference, therapist capacity for experiential reflection, and therapist engagement with
patient affect in effective short-term alliance-focused psychotherapy. Findings may suggest the
importance of helping therapists to cultivate greater self-awareness and to appreciate the role of
experiential processes in providing effective psychodynamically-oriented treatment.
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CHAPTER THREE: METHODS
Data Collection
The present study used data collected as part of an ongoing psychotherapy research
project, the Therapeutic Alliance Assessment Project (TAAP) at The Psychological Center at
The City College of New York (CCNY). The Psychological Center is a training clinic for
doctoral level residents from the clinical psychology doctoral program at CCNY. The
Psychological Center is an outpatient community mental health clinic that provides short- and
long-term psychotherapy services for children and adults including psychodynamic therapy for
individuals, psychodynamic process-oriented therapy for groups, Dialectical Behavioral Therapy
for groups, and neuropsychological assessments. The Psychological Center provides low cost,
sliding scale services to the community, many of whom reside in New York City, including the
surrounding boroughs, in addition to suburbs in New Jersey and Connecticut.
TAAP is an Institutional Review Board (IRB) approved short-term research program that
provides therapy to adults who are experiencing difficulties in their lives related to emotional
experiences, interpersonal struggles, and/or challenges related to external life circumstances. 1
TAAP has been providing therapy and examining short-term psychotherapy process and
outcome since February 2019. The research program is informed by deliberate practice and
feedback such that patients and therapists complete self-report measures over the course of
treatment, and all sessions are videotaped to be reviewed in weekly group supervision meetings
with a supervisor, a licensed clinical psychologist. In addition, TAAP serves as a training
opportunity for doctoral student therapists at The Psychological Center to become proficient in
providing short-term alliance focused psychotherapy. A total of five short-term, twenty-session
1

The study was approved by the IRB at CCNY on August 6, 2019.
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cases were analyzed for the purposes of the present study. All five treatments in the sample were
conducted in person as they took place prior to The Psychological Center’s shift to providing
psychological services via telehealth in response to the COVID-19 pandemic in March 2020.
TAAP is one of several clinical research programs housed in The INTERSECT Lab at
The Psychological Center at The City College of New York (CCNY). The INTERSECT Lab, run
by the lab director, Sasha Rudenstine, Ph.D., is a clinical and epidemiological research program
that examines the intersection of trajectories of well-being among an urban under-resourced
population.
Participants
Patients at The Psychological Center patients are recruited through referrals from mental
health professionals at surrounding clinics, hospitals, and schools. All prospective patients attend
a brief initial screening before undergoing a more thorough intake process. Patients who
participate in TAAP2 either presented to the initial screening specifically seeking short-term
treatment or presented with chief complaints that were deemed suitable for short-term
psychodynamic treatment. In order to be included in TAAP, patients must comply with all
research measures.
Patients. The current study included 1 male-identified patient and 4 female-identified3
patients (N=5) ranging from 22 to 60 years of age (M=34.6; SD=14.9). Patient racial identities
included “white” (N=3); “mixed race” (white/Filipino) (N=1), and “identifies ethnically instead
of racially” (N=1). Patient ethnic identities included “Eastern & Western European” (N=1),

2

Additional information regarding the structure of the TAAP treatment modality can be found in the following
section of this dissertation, “Treatment Modality and Supervision.”
3
The fact that four out of the five patients are female-identified will be taken up in the Limitations section of the
Discussion chapter of this dissertation. The study would ideally include more evenly-distributed gender identities as
well as more ethnic and racial diversity.
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“Central Eastern European” (N=1), “Latino/Hispanic” (N=1), and “European American” (N=1).
One patient did not respond to the question related to ethnicity.
All patients complete the TAAP intake process. The intake process includes two sessions
during which the intake therapist conducts a history-taking interview and administers The MiniInternational Neuropsychiatric Interview (M.I.N.I, Sheehan et al., 1998). At the completion of
the TAAP intake process, the patients included in the study were diagnosed with diagnoses listed
in the following table:
Case
1
2
3
4
5

Diagnosis
Generalized Anxiety Disorder, moderate (300.02, F41.1), with panic disorder
(F40.0), Major Depressive Disorder, recurrent, moderate (296.32, F33.0), Personal
History of Self-Harm (V15.59)
Other Specified Depressive Disorder 311 (F32.8) - short duration depressive disorder
Persistent depressive disorder (300.4/F34.1) and Generalized Anxiety Disorder
(F41.1)
Social Anxiety Disorder, mild (F40.1)
Major depressive disorder (recurrent episode, moderate, with moderate anxious
distress) (296.32)

Therapists. The study included one male- and two female-identified therapists (N=3),
ranging in age from 34 to 56 years old (M= 42.67; SD=11.72).4 Therapists were in the third year
(N=1) and fourth year (N=2) of the clinical psychology doctoral program at CCNY. All three
therapists self-identified racially as “white” (N=3). In addition, therapists self-identified as the

4

The small sample size of therapists as well as the lack of racial and ethnic diversity will be discussed as a
limitation in the Discussion chapter of this dissertation.
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following ethnic backgrounds: “Ashkenazi Jewish” (N=1), “Jewish” (N=1), and “CzechAmerican” (N=1).
All therapists attended weekly group supervision as part of their training in short-term
alliance focused psychotherapy.
Treatment Modality and Supervision Model
All TAAP therapists employed a short-term alliance-focused psychodynamic treatment
modality that is informed by two treatment modalities and one training model: Time-limited
Dynamic Psychotherapy (TLDP; Levenson, 2017), Brief Relational Therapy (BRT; Safran &
Muran, 2000), and Alliance-Focused Training (AFT; Safran et al., 2014; Eubanks-Carter et al.,
2015; Safran & Muran, 2000).
TLDP is an empirically supported brief treatment model with an attachment-based
framework that privileges experiential learning as a key element for patient growth (Levenson &
Bein, 1993; Levenson & Overstreet, 1993). More specifically, TLDP includes key principles
from attachment theory, interpersonal-relationship theory, and experiential-affective theory
(Levenson, 2017). From attachment theory, TDLP places an emphasis on understanding the
origins of an individual’s behavior in the present as stemming from their experiences with
caretakers during early life development. TLDP uses principles from Bowlby’s (1988) and
Ainsworth’s (1967) work to consider a patient’s attachment experiences in infancy as well as
attachment patterns over the course of a patient’s lifespan. In addition, TLDP incorporates
knowledge from Bowlby’s discussions around the significance of internal working models. From
interpersonal-relational theory, TLDP privileges the use of the relationship between the therapist
and patient as a vehicle or medium in the treatment. TLDP pulls from the teachings of Henry
Stack Sullivan (1953) wherein he conceptualizes personality in terms of an individual’s “patterns
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of recurrent interpersonal situations” (1953, p. 111). The experiential-affective element allows
for a way to address the kinds of shifts that need to happen for the patient to experience change
over the course of treatment.
BRT incorporates key principles from relational psychotherapeutic theory and
mindfulness theory, as well as findings from research related to ruptures and the rupture
resolution process. AFT focuses on developing skills to increase the therapist’s capacity to
negotiate problems in the therapeutic alliance.
The TAAP treatment modality includes: two initial history-taking intake sessions which
includes the Mini-International Neuropsychiatric Interview (M.I.N.I, Sheehan et al., 1998) by
one TAAP therapist, followed by eight weeks of two sessions per week treatment (16 sessions),
and then followed by four weeks of once per week treatment (4 sessions), totaling 20 sessions of
treatment with a different TAAP therapist than the one who conducted the intake sessions with
the patient. The pacing of the treatment sessions initially provides an opportunity for the
therapeutic alliance to form more quickly given the intensity that often results from twice weekly
treatment. In the concluding stage of the treatment, the switch to once-weekly sessions facilitates
the transition for the patient into post-treatment and assists in the separation of patient from
therapist.
Information obtained during the two intake sessions is then reviewed by the principal
investigator who then determines whether or not the TAAP modality is a suitable fit for the
patient’s needs. As mentioned in the previous section, in order to be included in TAAP, patients
must agree to complete all research measures.
Weekly group supervision meetings for therapists incorporate didactics with review of
clinical material including video recordings of sessions. During weekly meetings, therapists
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present recent sessions to the supervision group at which point the review process is centered on
examining therapeutic process, specifically therapeutic metacommunication.
Therapeutic metacommunication is central to alliance-focused psychotherapy such that it
is considered to be the intervention that allows for exploration of interpersonal process in the
therapeutic relationship. This intervention includes therapist use of the here-and-now during the
therapeutic process that they deem relevant and useful for the patient’s treatment process. The
supervisor provides knowledge and guidance pertaining to the importance of utilizing the hereand-now throughout sessions to facilitate productive discussion related to dynamics at play in the
therapeutic relationship in order to help patients develop experience-based insight. Additionally,
the supervisor employs training strategies such as role-playing exercises and mindfulness
practices to help develop therapist capacity for the reflection and awareness required to
effectively make explicit interpersonal processes that, left unattended to, could result in
enactments between therapist and patient thus threatening a stagnation in therapeutic progress.
Process and Outcome Measures
The current study examined therapeutic process from four sources: 1) quantitative
measures completed by the patient and therapist pre-treatment, at session 16, and post-treatment
as well as at the point of each contact; 2) a semi-structured interview administered to therapists
post-treatment coded for therapist level of Experiencing; 3) analysis of video recordings of
therapy sessions using the Approach Tally Coding System, a coding system developed by the
author to tally the number of times a therapist approaches a patient’s emotional experience in the
here-and-now during a session; and 4) patient written responses to feedback questions at the
termination of treatment.
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Quantitative Measures: Therapists. At the end of every session (all twenty sessions),
therapists completed the Countertransference Questionnaire5 (CTQ, Zittel & Westen, 2003;
Betan et al., 2005). The measure’s authors purposefully avoided using theoretically linked jargon
in the items in order to reduce theoretical bias that could threaten the conceptual coherence of the
questionnaire (Betan et al., 2005). The questionnaire asks therapists to reflect on their
experiences in the session, specifically to rate the 79 items on a scale of 1 to 5 (1 = not true at all;
3=somewhat true; and 5=very true).6 The 79 items are statements that describe the many types of
reactions that therapists sometimes experience when working with their patients and/or behaviors
that therapists find themselves engaging in when working with their patients. Some examples
include: “I am very hopeful about the gains s/he is making or will likely make in treatment”
(item 1); “I feel depressed in session with him/her” (item 18); “I feel criticized by him/her” (item
12); “I have warm almost parental feelings toward him/her” (item 64); and “I watch the clock
with him/her more than with my other patients” (item 75).
Zittel and Westen (2003) illustrated that the items on the CTQ have an eight-category
factor structure. The factors are as follows: Factor 1: overwhelmed/disorganized, 12 items
(“involves a desire to avoid or flee the patient and strong negative feelings including dread,
repulsion, and resentment”); Factor 2: helpless/inadequate, 8 items (“was marked by items
capturing feelings of inadequacy, incompetence, hopeless, and anxiety”); Factor 3: positive, 9
items (“characterizes the experience of a positive working alliance and close connection with the
patient”); Factor 4: special/overinvolved, 5 items (“indicates a sense of the patient as special

5

The CTQ has also been referred to as the Therapist Response Questionnaire by the authors in order to access a
wider audience of clinicians from different therapeutic modalities (Zittel & Westen, 2003). This dissertation will
refer to the measure as the CTQ for consistency.
6
The possibility of therapist response fatigue due to the extensive length of the CTQ is addressed in the Limitations
section of this dissertation.
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relative to other patients, and ‘soft signs’ of problems maintaining boundaries, including selfdisclosure, ending sessions on time, and feeling guilty, responsible, or overly concerned about
the patient”); Factor 5: sexualized, 4 items (“describes sexual feelings towards the patient or
experiences of sexual tension”); Factor 6: disengaged, 6 items (“depicts feeling distracted,
withdrawn, annoyed, or bored in sessions”); Factor 7: parental/protective, 5 items (“captures a
wish to protect and nurture the patient in a parental way, above and beyond normal positive
feelings toward the patient”); and Factor 8: criticized/mistreated, 5 items (“describes feeling
unappreciated, dismissed, or devalued by the patient”). It should be noted that the eight factors
include only 54 out of the 79 items, as 25 of the items did not show adequately significant impact
on the factor structure of the measure.
Quantitative Measures: Patients. Prior to (baseline) and after (post session 20) the
TAAP treatment, patients complete a battery of measures including the Outcome Questionnaire
45.2 (OQ-45.2, Lambert et al., 2013) and the Brief Symptom Inventory, (BSI, Derogatis &
Melisaratos, 1983).
The OQ-45.2 asks patients to reflect on how they have been feeling over the course of the
last week by responding to 45 items as occurring: Never, Rarely, Sometimes, Frequently, or
Almost Always. Items include descriptions such as, “I have thoughts of ending my life” (item 8),
“I feel fearful” (item 10), and “I feel loved and wanted” (item 20). Patients complete this
measure prior to all 20 sessions. The OQ-45.2 includes three subscales: Symptom Distress,
Interpersonal Relations, and Social Role.
The patients also complete the BSI at three time points to assess symptom intensity:
before treatment, after session 16, and after treatment. The BSI asks patients to decide how
distressed or bothered they were during the last week (“including today”) by problems described
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in the 53 items. Patients endorse the intensity of distress by selecting 0 to 4: Not at all, A little
bit, Moderately, Quite a bit, or Extremely. Some of the items include: “Feeling easily annoyed or
irritated” (item 6), “Feeling lonely” (item 16), “Feeling no interest in things” (item 18), “Your
feelings being easily hurt” (item 20), and “Getting into frequent arguments” (46). The BSI
includes nine subscales: Somatization, Obsessive-Compulsiveness, Interpersonal Sensitivity,
Depression, Anxiety, Hostility, Phobic Anxiety, Paranoid Ideation, & Psychoticism.
Patient outcome is determined by calculating the change in patient functioning as
measured on the OQ-45.2 and the BSI. In addition, the Reliable Change Index (RCI, Jacobson &
Truax, 1991) is used to determine the clinical significance of each patient’s change in
functioning over the course of treatment.
Qualitative Measures: Therapists. The present study incorporates qualitative therapist
data taken from two additional sources at different time points: 1) Therapist Relationship
Interview at Termination administered by the author directly after termination of treatment (TRIT; Safran & Muran, 2007), and 2) Approach Tally during six sessions over the course of twentysession treatment (sessions 1, 4, 8, 12, 16, & 20). In the event that any of sessions 1, 4, 8, 12, 16,
and 20 were not available for coding due to video recording malfunctions or due to an
abbreviated treatment length, the closest sessions were selected in order to reflect a similar range
of sessions over the course of treatment. For example, Case Four included only 15 sessions, so
the following sessions were coded for that case: 1, 4, 8, 10, 12, & 15.
Therapist Relationship Interview at Termination (TRI-T, Safran & Muran, 2007).7 The
TRI-T is a semi-structured interview that provides an opportunity for therapists to reflect on their
experiences with a particular patient with whom they just completed treatment. All therapists

7

See Appendix B for Therapist Relationship Interview at Termination (TRI-T; Safran & Muran, 2007).
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completed the in-person interview with the author within one or two weeks of completing
treatment with their respective TAAP cases. All interviews were audio recorded and transcribed
verbatim.
The TRI-T is an adapted version of the Patient-Therapist Adult Attachment Interview, as
it includes several questions about ruptures in the therapeutic relationship (PT-AAI; Diamond et
al., 1999). The PT-AAI was adapted from the Adult Attachment Interview in order to be used
specifically for the patient and therapist in a therapeutic relationship (AAI; George et al., 1985).
Given that the TRI-T’s foundation is rooted in the Adult Attachment Interview, therapist
responses can be closely analyzed for quality of narrative and level of reflection.
The TRI-T consists of 18 open-ended questions about the patient, the treatment, and the
therapist’s relationship with the patient. Examples include, “I’d like you to try to describe your
relationship with your patient going back to the beginning,” “How do you think your patient
feels about you?,” “Did your relationship with your patient change over the course of
treatment?,” and “Is there anything that puzzled you or that you found particularly challenging in
your work with your patient?” Other prompts are even more reminiscent of the AAI such as, “I’d
like you to choose five adjectives or words that reflect how you feel with your patient.” Given
that the questions are open-ended, therapists can decide the extent to which they respond in a
personal or more distant manner.
The verbatim transcription of each TRI-T was coded while listening to audio recording of
each interview for level of therapist Experiencing (EXP) by the author, who had undergone a
two-year long training in EXP Coding in 2011 and 2012 at the Brief Psychotherapy Research
Program at Beth Israel Medical Center (now Mount-Sinai Beth Israel Medical Center) in New
York City. The two-year training involved once weekly hourly didactics with the principal
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investigator of the project (Boutwell et al., 2015), until the author became reliable consistent
with standards defined in the Klein manual (1986) along with a group of 10 graduate psychology
students. For this dissertation, the author coded all five interviews. All interviews yield four EXP
scores: mode score, peak score, total number of responses, and total value of responses.
The Experiencing Scale (Gendlin, 1969) is a 7-point scale that assesses a speaker’s
emotional and cognitive involvement in the dialogue.8 Higher scores on the scale indicate a
greater elaboration on and integration of aspects of one’s internal experiences. The higher scores
indicate a movement toward an internal resolution of problems or reckoning between sources of
ambivalence. At Stage 1, the speaker’s content and manner of expression are removed and
externalized, while feelings and personal involvement are avoided. Stage 4 marks a shift in the
speaker’s capacity for experientially grounded reflection, as the speaker’s focus is on the
subjective felt flow of their internal experience as opposed to external events or abstractions. At
Stage 7, the speaker achieves “steady and expanding awareness of immediately present internal
processes” (Goldman et al., 2005). At this stage, the speaker connects felt aspects of their
experience in the present moment.
A second set of four questions was added by the author of this dissertation to the
interview experience to complement each therapist’s responses to questions on the TRI-T. The
therapists’ responses to these questions were not coded using the EXP Scale. The goal of the
second part of the interview was to inquire further about aspects of the therapists’ experiences
working with their patients and to ask the therapists to reflect on specific aspects of the process.
Interview Part Two9 includes questions pertaining to the therapist’s perception about the
patient’s change process and shifts in countertransferential and transferential processes. The

8
9

See Appendix D for an abbreviated form of The Experiencing Scale.
See Appendix B for Interview Part Two.
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interviewer asked these questions only in the event that the material had not already been
addressed in the first part of the interview. For example, the first set of questions asks: “do you
think your patient got what they wanted from the treatment and, if so, what was that? If not, what
do you think your patient did get from treatment and why do you think it’s different from what
they wanted originally?” Another set of questions asks, “did you experience any
countertransferential reactions toward your patient? If so, what were they? How did you notice
them (provide an example of a moment)? Why do you think the patient pulled for this reaction
from you? In what ways did you knowingly or unknowingly use the countertransference to
connect to your patient and/or to help the patient make progress in treatment?” Another question
asks the therapists to reflect on their experiences completing self-report measures over the course
of treatment such as: “In what ways was it helpful or unhelpful to complete your own self-report
measures?” The responses from these questions were transcribed and used to supplement the
qualitative analysis of the cases.
Approach Tally Coding System.10 The Approach Tally Coding System was developed by
the author to assess the number of times a therapist approaches a patient’s emotional experience
in the here-and-now during sessions. We wanted to count how many times a therapist attempted
to help the patient to register, feel, and understand his or her affect more deeply, more fully.
An approach is defined as an explicit attempt by the therapist to help the patient access
and sit with his emotional experience in the moment. For example, a therapist may notice a
patient’s tears, and ask something like, “I see that you’re crying, what are your tears about?” In
another example, a therapist asks a patient to discuss his feelings related to the termination of his
treatment: “I want to talk about how you’re feeling right now given that today is our last session

10

See Appendix C for Approach Tally Coding System worksheet.
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together.” Given that Gendlin’s definition of Experiencing also emphasizes the importance of the
role of cognitions in an individual’s felt experience in the world, we also decided to count
attempts on the part of the therapist to help the patient to more deeply understand his or her
thoughts and more richly appreciate the impact of the patient’s thoughts on his or her being.
Generally speaking, we conceptualized an ideal or successful11 approach to be a “way inward” or
a particular “pathway” into a patient’s internal world that would allow the therapist to facilitate a
more connected, knowledgeable, aware, and embodied experience for the patient’s self.
As we began coding sessions, it quickly became clear that not all of the approaches we
wanted to count were as “clear cut” as the therapist saying something such as, “tell me more
about what you’re experiencing right now.” As is expected in the development of a coding
system, our working definition of a “therapist approach” initially expanded but then not only did
the definition come into focus, four distinct categories of therapist approaches became evident:
1) Use of Patient Experience, 2) Use of Therapist Experience, 3) Use of Observed Shift, and 4)
Use of Therapeutic Process or Relationship. Importantly, one approach can fit into more than
one category, as these categories are inherently interconnected and overlapping. This unexpected
discovery of the four distinct categories of approaches is described in the Discussion section.
The following six sessions were coded using the Approach Tally Coding System for the
sample of cases: 1, 4, 8, 12, 16, 20. As was previously mentioned, in the event that one of the six
sessions was not available due to unavailable video recording or abbreviated treatment length,
the closest session was substituted for the missing session. For example, for Case Two the fourth
session was not properly recorded so Session 5 was coded in its place. Session selection is based
on a precedence set in psychotherapy research studies wherein sessions from the beginning,

11

This notion of an ideal or successful approach will be taken up in the Limitations section of this chapter.
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middle and end phases of treatment are coded when assessing aspects of therapeutic process and
its relationship with outcome (Safran et al., 2014).
A panel of two advanced doctoral students and one INTERSECT lab research assistant
were selected to code sessions using the Approach Tally Coding System. Every session was also
coded by the author of this dissertation. All three coders attended individual once weekly hourlong training meetings with the author from October 2019 through May 2020. Scores were
assessed for inter-rater agreement on a session-by-session basis using correlational analyses. 12
When disagreements arose, consensus was achieved within the group or by consulting a licensed
clinical psychologist with familiarity with the theoretical framework behind the Approach Tally
Coding System.
Qualitative Data: Patients. The present study also incorporates qualitative data from the
patient taken at termination. After the completion of the 20-session treatment, patients answer
the following five sets of free response feedback questions: 1) Do you feel that the treatment was
helpful. If so, how?, 2) Did you get what you initially wanted out of the treatment? If not, why
do you think that is?, 3) Did your relationship with your therapist change over the course of
treatment? If so, how?, 4) What were the most helpful aspects of the therapy experience?, and 5)
Is there anything in particular you feel you learned from the therapy relationship? Patients’
responses to these questions were used to complement the data from the quantitative outcome
measures, the BSI and OQ-45.2.
Statistical Analyses
The aims of this study are described in detail in the Aims and Hypotheses section of this
dissertation. The hypotheses were tested using correlational analyses as well as multiple and

12

Please see Results section for data pertaining to inter-rater reliability.
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linear regression analyses to examine the relationships among therapist countertransference
(positive and negative countertransference dimensions), therapist Experiencing, therapist
engagement with patient affect, and patient outcome. Quantitative data suggests the presence of
group-level trends and qualitative data is used to elucidate on the significance of the quantitative
findings.
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CHAPTER FOUR: RESULTS
The focus of this study was to examine the relationships among a therapist’s
countertransference, her capacity for experiential reflection, her focus on the patient’s emotional
experience, and the patient’s change process. This section includes data pertaining to inter-rater
reliability for coding using the Approach Tally Coding System and a note on clinically
significant change in the sample followed by the results pertaining to the present study’s four
aims and corresponding hypotheses.
Inter-Rater Reliability
Three doctoral students in clinical psychology worked with the author to code each case’s
sessions using the Approach Tally Coding System. Six sessions from each case were coded by
the author and one doctoral student.1 The Approach Tally Coding inter-rater reliability was
calculated using a two-tailed Pearson correlation analysis and was both strong and significant for
Cases One through Five, r(2) = .971, p < .01; r(2) = .983, p < .01; r(2) = .854, p < .01; r(2) =
.881, p < .01; and r(2) = .933, p < .01, respectively.
Clinically Significant Change
BSI (Derogatis & Melisaratos, 1983). The Reliable Change Index (RCI; Jacobson and
Truax, 1991) was calculated for all five cases to assess for clinically significant change over the
course of treatment. By calculating the RCI for patients’ scores on the BSI, we can better
understand if the patients achieved clinically meaningful improvement. The RCI is a ratio: it is
the individual’s score before the intervention minus the score after the intervention divided by
the standard error of the difference of the test. According to Jacobson and Truax (1991), the RCI
value must be less than -1.96 at significance level of p < 0.5 in order to be considered clinically

1

Additional details pertaining to the use of the Approach Tally Coding System are provided in the Methods section.
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significant change. Table 1 in Appendix A presents data pertaining to each patient’s RCI.
Patients from Cases One through Five in the sample achieved clinically significant improvement
over the course of treatment, RCI = -4.304, p < .05; RCI = -2.152, p < .05; RCI = -5.739, p < .05;
RCI = -2.551, p < .05; RCI = -4.065, p < .05, respectively.2
OQ-45.2 (Lambert et al., 2013). The OQ-45.2 stipulates that individuals who have a
decrease in their total score by at least 14 points have experienced clinically meaningful change.
According to this criterion, all cases except Case One experienced clinically significant change
on the OQ-45.2. Table 1 presents data pertaining to patient’s change in OQ-45.2 scores over the
course of treatment. Changes from beginning to end of treatment in Cases One through Five are
as follows: -11, -23, -24, -32, and -31, respectively.
Aim One Results
Therapist Approach Tally and Therapist Experiencing. The first aim was to
investigate if there is a meaningful relationship between the extent to which a therapist focuses
on a patient’s emotional experience during sessions (“Approach”) and that therapist’s capacity
for experiential reflection (“EXP”) at the end of the treatment. In other words, does the
frequency at which a therapist directly focuses on a patient’s emotional experience during
sessions relate to the way she talks about her own emotional experience with a patient as it
pertains to the therapeutic relationship after treatment terminates? It was hypothesized that a
therapist’s level of engagement with patient affect during each session (“Approach”) would be
positively associated with that therapist’s level of Experiencing measured post-treatment
(“EXP”).

2

Please refer to Appendix A for Tables 1 through 9.
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Group Analysis: Course of Treatment. Two-tailed Pearson correlation analyses and
multiple regression analyses were performed. As predicted, there was a significant, strong, and
direct relationship between the mean of Approaches across sessions (N = 5) and total number of
EXP responses (N = 5) provided during the termination interview, r(3) = .938, p < .05. In
addition, there was a similarly significant, strong, and direct relationship between the mean of
Approaches across sessions and total value of EXP responses (N = 5) provided during the
termination interview, r(3) = .947, p < .05. Given the small sample size of this study, it is worth
reporting one additional correlation that approached significance. Data from this sample suggests
there is a strong and direct relationship approaching significance between the mean of
Approaches across sessions and a therapist’s peak EXP score (N = 5) during the interview, r(3) =
.863, p = .06.
A multiple regression analysis was run to predict mean of Approaches across sessions
from total value of EXP responses and peak EXP score. The multiple regression model
significantly predicted mean of Approaches across sessions, F(2, 2) = 52.039, p < .05, adj. R2 =
.962. According to this model, total value of EXP responses and EXP peak score explain 96.2%
of the variance in Approach Tally. One of the two variables, total value of EXP responses, added
significantly to the prediction, p < .05. Regression coefficients and standard errors can be found
in Table 2.
Given that the coefficient for EXP peak score was not significant, we ran an additional
linear regression to better understand the extent to which the total value of EXP responses alone
could explain the variance in Approach Tally. A linear regression analysis established that total
value of EXP responses could significantly predict mean Approach Tally, F(1, 3) = 26.061, p
<.05. The model indicates that the total value of EXP responses accounted for 86.2% of the
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explained variability in mean Approach Tally. The regression equation was: predicted mean
Approach Tally = -7.918 + .089x (total value of EXP responses). Regression coefficients and
standard errors can be found in Table 3.
Case Analysis: Raw Data. The small sample size of the study (N = 5) allowed for the
close examination of the relationship between each therapist’s capacity for experiential reflection
(“EXP”) and that therapist’s engagement with the patient’s emotional experience during sessions
(“Approach”). Table 4 presents raw data for Cases One through Five of total tally of Approaches
across treatment, mean tally of Approaches per session, total number of EXP responses per
interview, total value of EXP responses per interview, and peak EXP score per interview.
Aim Two Results
Countertransference and Therapist Approach Tally. The second aim sought to
determine if there is a relationship between a therapist’s countertransference and the extent to
which the therapist focuses on a patient’s emotional experience (“Approach”) during sessions. It
was hypothesized that negative countertransference dimensions (i.e., Factor 1:
overwhelmed/disorganized, Factor 2: helpless/inadequate, Factor 6: disengaged, and Factor 8:
criticized/mistreated) would be inversely associated with therapist level of focus on the patient’s
emotional experience measured at each session (“Approach”), while positive countertransference
dimensions (i.e., Factor 3: positive, and Factor 7: parental/protective) would be positively
associated with therapist level of focus on the patient’s emotional experience measured at each
session (“Approach”).
Two-tailed Pearson correlation analyses and multiple regression analyses were performed
with data from all five cases. We examined data across all five cases in a group analysis as well
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as within each case and on two separate levels: 1) session by session and 2) over the course of
treatment.
Group Analysis: Session by Session. We examined the relationships among tally of
Approaches per session (N = 30)3, Positive Countertransference per session (Positive CT, N =
91)4, and Negative Countertransference per session (Negative CT, N = 91). As predicted, we
found a moderate and direct relationship between Approach Tally per session and Positive CT,
r(28) = .590, p < .01. The relationship between Negative CT and the number of Approaches per
session across all five cases was weak, inverse, and nonsignificant, r(28) = -.205, p = .286.
A multiple regression analysis was run to predict number of Approaches per session from
Positive CT dimensions and Negative CT dimensions. The multiple regression model
significantly predicted the number of Approaches per session, F(2, 26) = 7.208, p < .005, adj. R2
= .307. According to this model, Positive CT dimensions and Negative CT dimensions explain
30.7% of the variance in Approach Tally. One of the two variables, the group of Positive CT
dimensions (Factor 3: positive and Factor 7: parental/protective), added significantly to the
prediction, p < .001. Regression coefficients and standard errors can be found in Table 5.
Given that we found that Positive CT and Negative dimensions explain 30.7% of the
variance in Approach Tally as two distinct groups, we decided to perform a post hoc analysis to
investigate each of the eight CT factors separately. In order to do this, an additional multiple
regression analysis was conducted to predict number of Approaches per session from all eight
factors of the CTQ (Zittel & Westen, 2003). The eight factors of the CTQ are Factor 1:
overwhelmed/disorganized, Factor 2: helpless/inadequate; Factor 3: positive; Factor 4:

3

A total of 30 sessions were coded for Approach Tally. Six sessions were coded per each of the five cases.
CTQ data was available for a total of 91 sessions. The total number of sessions among the five cases was 94, but
CTQ data was missing for three out of the 94 sessions. CTQ data was unavailable for Case 1, Session 8; Case 4,
Session 11; and Case 5, Session 18. The issue of missing data is discussed in the Limitations section.
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special/overinvolved; Factor 5: sexualized; Factor 6: disengaged; Factor 7: parental/protective;
and Factor 8: criticized/mistreated. The multiple regression model significantly predicted
number of Approaches per session, F(8, 20) = 4.818, p < .005, adj. R2 = .522. According to this
model, all eight factors explain 52.2% of the variance in Approach Tally per session. Two out of
the eight variables, Factor 6: disengaged and Factor 7: parental/protective added significantly to
the prediction, B = -1.225, p < .05, and B = 1.569, p <.05, respectively. According to this model,
as therapists experienced more disengaged-related countertransference, they approached their
patients’ affect less frequently, and as therapists experienced more parental- and protectiverelated countertransference, they approached their patients’ affect more frequently. Regression
coefficients and standard errors can be found in Table 6.
Group Analysis: Course of treatment: We also examined the relationships between
Approach Tally and Positive CT as well as Approach Tally and Negative CT over the course of
treatment. We correlated mean levels of Positive CT and Negative CT (N = 5, N = 5) with mean
tally of Approaches per session (N = 5). In addition, we investigated whether changes in Positive
CT and changes in Negative CT over the course of treatment and in between sessions were
correlated with changes in tally of Approaches over the course of treatment and in between
sessions. When analyzing the data as a group, no significant findings were discovered.
While no group-level significant relationships were found among Approach Tally,
Positive CT, and Negative CT over the course of treatment, distinct trends in the phenomena
were present in the group data. Figure 1 depicts the following group trends: as a whole and over
the course of treatment, therapist level of total countertransference decreased,5 while therapist
level of Positive CT increased, and therapist level of Negative CT decreased. In addition, as a

5

Although not part of the original analysis plan, total countertransference (Total CT) was included in some data
analyses to help with our understanding of countertransference trends over the course of treatment.
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whole, therapist tally of Approaches tended to peak between Sessions 4 (Time Point 2) and 8
(Time Point 3) and then generally decreased until Session 16 when there was a slight increase in
Approach Tally until the final session. Table 7 presents group mean values of Total CT, Positive
CT, Negative CT, and Approach Tally across all five cases at the six different time points over
the course of treatment.
Figure 1
Group Trends in Total, Positive, Negative CT & Approach Tally Over the Course of Treatment

Scaled Value: CT & Approach Tally
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Case Analysis: Session by Session. We also examined the relationships between
Approach Tally and Positive CT as well as between Approach Tally and Negative CT within
each case. As the lack of significant group-level findings suggests, countertransference and
Approach Tally were significantly correlated in only one out of the five cases, Case Four.
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Case Four. In Case Four, there was a strong, direct, and significant relationship between
Negative CT (N = 14) 6 and the number of Approaches per session (N = 6)7, r(4) = .850, p < .05.
As this therapist’s Negative CT increased, the number of times the therapist approached the
patient’s emotional experience also increased. In addition, there was an inverse and strong
relationship approaching significance between Positive CT (N = 14) and the number of
Approaches per session (N = 6), r(4) = -.790, p = .061. As this therapist’s Positive CT increased,
the number of times the therapist approached the patient’s affect decreased. Table 8 presents
Case Four’s raw data of Total CT, Positive CT, Negative CT and Approach Tally at six different
times points over the course of treatment.
Aim Three Results
Countertransference and Patient Functioning. The third aim was to investigate the
relationship between countertransference and change in patient functioning. It was hypothesized
that negative countertransference dimensions would be inversely associated with change in
patient functioning, while positive countertransference dimensions would be positively
associated with change in patient functioning.
Two-tailed Pearson correlation analyses were performed with data from all five cases.
We examined data across all five cases in a group analysis as well as within each case, and on
two separate levels: 1) session by session and 2) over the course of treatment. Recall that a
decrease in scores on the OQ-45.2 as well as on the BSI indicate an improvement in patient’s
level of functioning.

6

Case Four’s treatment included 15 sessions. Only 14 CTQ assessments were available for this case, as CTQ data
was missing for Session 11. The issue of missing data is discussed in the Limitations section.
7
Six sessions were coded for Approach Tally for each treatment. For Case Four, Sessions 1, 4, 8, 10, 12, and 15
were coded for Approach Tally.
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Group Analysis: Session by Session. We examined the relationships between level of
patient functioning as measured by the OQ-45.2 per session (N = 93)8 and levels of Positive CT
as well as level of patient functioning and levels of Negative CT per session (N = 91; N = 91).
We found a moderate, direct, and significant relationship between patient functioning and
Negative CT, r(89) = .317, p < .01. As patients’ scores on the OQ-45.2 decreased, indicating an
improvement in patient functioning, therapists’ negative countertransference scores also
decreased. We found a weak, direct, and nonsignificant relationship between patient functioning
and Positive CT, r(89) = .063, p = .555.
Group Analysis: Course of Treatment. Two findings indicate that a therapist’s initial
level of Positive CT and level of Negative CT correlate with change in patient functioning as
measured on the BSI from the beginning to the end of treatment. We found a strong, direct, and
significant relationship between Positive CT (N = 5) and change in patient functioning (N = 5),
r(3) = .973, p < .05. We found a similarly strong, direct, and significant relationship between
Negative CT (N = 5) and change in patient functioning (N = 5), r(3) = .989, p < .05. These
findings suggest that patients experienced more change when working with therapists who
endorsed higher levels of Positive CT or higher levels of Negative CT at the beginning of
treatment.
In addition to results provided by the aforementioned two-tailed Pearson correlation
analyses, an examination of group trends and group mean values in Total CT, Positive CT,
Negative CT, and patient functioning as measured on the OQ-45.2 helps us to understand the
relationship between these two phenomena in this particular sample over the course of treatment.

8

OQ-45.2 data was available for a total of 93 sessions. The total number of sessions among the five cases was 94,
but OQ-45.2 data was missing for one out of the 94 sessions. OQ-45.2 data was unavailable for Case 2, Session 4.
The issue of missing data is discussed in the Limitations section.
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As illustrated in Figure 2, the following group trends were present in the group as a
whole over the course of treatment: therapist level of Total CT decreased, while therapist level of
Positive CT increased, and therapist level of Negative CT decreased. In addition, all patients'
OQ-45.2 total scores steadily decreased over the course of treatment, signaling improvement in
all patients’ overall functioning. Table 9 presents mean values of Total CT, Positive CT,
Negative CT, and OQ-45.2 Scores across all five cases at the six different time points over the
course of treatment.
Figure 2
Group Trends in Total, Positive, Negative CT & OQ-45.2 Over the Course of Treatment

Scaled Value: CT & OQ-45.2 Scores
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Case Analysis: Session by Session. We examined the relationships between patient
functioning and Positive CT as well as between patient functioning and Negative CT within each
case. We discovered significant relationships between countertransference and patient
functioning in two out of the five cases, Case One and Case Five.
In Case One, there were strong, direct and significant relationships between OQ-45.2
total score (N = 20) and Positive CT (N = 19) as well as between OQ-45.2 total score and
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Negative CT (N = 19)9, r(20) = .578, p < .01, and r(20) = .728, p < .01, respectively. As Positive
CT and Negative CT decreased, the patient’s scores on the OQ-45.2 also decreased.
In Case Five, there was a strong, inverse, and significant relationship between OQ-45.2
total score (N = 20) and Positive CT (N = 19)10, r(20) = -.520, p < .05. As the patient’s OQ-45.2
scores decreased, the therapist’s Positive CT increased. We also found a moderate, direct, and
significant relationship between OQ-45.2 total score (N = 20) and Negative CT (N = 19), r(20) =
.474, p < .05. As the therapist’s Negative CT decreased, the patient’s OQ-45.2 scores also
decreased.
Aim Four Results
The fourth aim was to document the following two relationships: 1) therapist level of
engagement with patient affect during sessions (“Approach Tally”) and patient functioning, and
2) therapist level of Experiencing and patient functioning. Regarding Approach Tally: it was
hypothesized that patients working with therapists who focus more on the patient’s emotional
experience during sessions would demonstrate greater magnitude of improvement in functioning
than patients working with therapists who focus less on the patient’s emotional experience
during sessions. Regarding therapist level of Experiencing: it was hypothesized that patients
working with therapists with higher ratings of Experiencing at termination would demonstrate
greater magnitude of improvement in functioning as compared to patients working with
therapists with lower ratings of Experiencing at termination.
Therapist Approach Tally and Patient Functioning. In order to test hypotheses
pertaining to the relationship between Therapist Approach Tally and patient functioning, twotailed Pearson correlation analyses were performed. The relationship between mean tally of

9

Case One included 20 sessions. CTQ data was missing for one out of the twenty sessions, Session 8.
Case Five included 20 sessions. CTQ data was missing for one out of the twenty sessions, Session 18.
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Approaches per session (N = 5) and change in patient functioning on the OQ-45.2 specifically
during the final phase of treatment (N = 5) was found to be strong, direct, and significant, r(3) =
.966, p < .05. No other significant relationships were discovered in analyzing data linked to these
phenomena, but distinct trends were visible. Patient OQ-45.2 scores decreased gradually over the
course of treatment while therapist level of Approach increased until around Session 8 at which
point it decreased until the last quarter of the treatment when a slight increase occurred. Figure 3
provides a visual representation of the relationship between Therapist Approach and patient
scores on the OQ-45.2 at the group level over the course of treatment.
Figure 3
Group Trends in Therapist Approach Tally & Patient OQ-45.2 Scores Over the Course of
Treatment

Scaled Value: Approach Tally & OQ 45.2 Score
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Group Analysis: Therapist EXP and Patient Functioning. In order to test hypotheses
pertaining to the relationship between Therapist EXP and patient functioning, two-tailed Pearson
correlation analyses were performed. The relationship between Therapist EXP Mode (N = 5) and
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change in BSI from the beginning of the treatment to Session 16 (N = 5) was found to be strong,
direct, and significant, r(3) = .888, p < .05. This analysis indicates that patients working with
therapists who had higher EXP mode scores achieved more improvement in level of functioning
from the beginning of treatment to Session 16 as measured on the BSI. In addition, the
relationship between EXP Peak (N = 5) and change in OQ-45.2 total score from Session 16 to
the end of treatment (N = 5) was found to be strong, direct, and significant, r(3) = .996, p <.01.
This finding suggests that patients working with therapists who had higher EXP peak scores
achieved more change in level of functioning as measured on the OQ-45.2 from Session 16 to
the end of treatment.
_________________________
Qualitative data collected from coding therapy sessions using the Approach Tally Coding
System and from administering and coding termination interviews using The Experiencing Scale
(Gendlin, 1969) as well as in the form of patient responses to feedback questions will be
reviewed in the Discussion section to highlight key quantitative findings from the study.
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CHAPTER FIVE: DISCUSSION
The overarching aim of this study was to investigate the ways in which a therapist’s
countertransference, her capacity for experientially grounded reflection, and her engagement
with patient affect might be related to one another as well as to the patient’s change process over
the course of short-term alliance focused psychotherapy. Five sets of key findings emerged after
close examination of five cases using quantitative and qualitative data that have the potential to
inform training and supervision of therapists providing short-term alliance-focused modalities of
treatment.1 A brief summary of the five sets of findings is provided here, followed by a detailed
discussion of the present study’s results accompanied by clinical examples, and a description of
an unexpected discovery that came about from the qualitative coding of therapist engagement
with patient affect.
Brief Summary of Findings
First, we found that a therapist’s capacity for experiential reflection is important for at
least two reasons. When a therapist can reflect on her own experience, she is more likely to pay
attention to and engage with her patient’s emotional experience during sessions which, results
indicate, might facilitate the patient’s change process (see finding #4). In addition, a therapist’s
reflective capacity might mitigate counterproductive effects of negative countertransference such
as withdrawal and avoidance.
Second, the data suggest that a therapist’s countertransferential reactions to her patients is
related to how much she engages with her patient’s affect during sessions. Relatedly, while there
are some common trends in how negative and positive types of countertransference might
influence therapist behavior during sessions, results from the study indicate that every therapist

1

These findings have the potential to inform practices of therapists across theoretical orientations as well; this is
addressed later.
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responds uniquely to the type of countertransference she experiences in each unique dyadic
relationship.
Third, a patient’s presentation, namely the severity of the patient’s symptomatology, can
sometimes play a role in the kinds of countertransferential feelings a therapist experiences during
sessions. Specifically, the present study found that therapists in training might be more likely to
feel negatively toward their patients and/or take it personally when their patients experience a
worsening in symptoms as compared to when their patients experience an alleviation in
symptoms.
Fourth, results suggest that patients achieve better outcomes in alliance-focused
psychotherapy when they work with therapists who more actively engage with patient affect in
the here-and-now across treatment and who have a greater capacity for experiential reflection.
Finally, the fifth finding points to the importance of supervision for therapists working in
therapeutic modalities that utilize the therapeutic relationship as a mechanism of change.
Alliance-focused therapies require a therapist to use her own felt experience of her patient to find
openings through which she can help her patient to achieve a deeper, more richly felt
understanding of himself. Supervision can be helpful in promoting a therapist’s capacity for
experiential reflection as well as for identifying countertransferential reactions. In this way, the
present study found that supervision may play a role in the quality of a therapist’s engagement
with her patient’s emotional experience during subsequent sessions.
Discussion of Findings
A detailed discussion of the present study’s findings is provided here. Results pertaining
to the following relationships are reviewed: the relationship between Therapist Approach and
Therapist Experiencing (EXP); the relationship between countertransference and Therapist
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Approach; the relationship between countertransference and patient functioning; the relationship
between Therapist Approach and patient functioning; and, finally, the relationship between
Therapist EXP and patient functioning.
Relationship between Therapist Approach and Therapist Experiencing. As
predicted, results indicate that there is a relationship between the extent to which a therapist
focuses on a patient’s emotional experience during sessions and that therapist’s capacity for
experiential reflection at the end of treatment. In general, therapists who approached their
patient’s emotional experience more during sessions tended to provide more responses and
higher value responses during the termination interview. Therefore, the present study shows that
a therapist’s capacity for experiential reflection at the end of treatment is strongly associated with
that therapist’s focus on a patient’s emotional experience during sessions. Given that
Experiencing is a measure of a therapist’s ability to reflect on, be in touch with, and understand
their emotions in the moment, this finding suggests that therapists who are in touch with their
emotional lives are likely better equipped to:
1) recognize when their patients are experiencing affect,
2) manage their countertransference more adeptly such that negative
countertransference does not cause them to withdraw, and
3) engage with the patient's affect more readily.
This finding coincides with studies that have shown that therapists who possess five
specific qualities illustrate the ability to more effectively manage their countertransference: selfinsight, conceptualizing ability, empathy, self-integration, and anxiety management (Hayes et al.,
2018). Self-insight and self-integration are involved in how much a therapist is in touch with her
emotional life because they entail knowledge about the self (i.e., Experiencing), empathy is
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necessary in recognizing when a patient is experiencing affect (see #1 above), and anxiety
management is required to manage negative countertransference when it arises (#2).
The present study’s contribution lies in its assertion that when a therapist has a greater
capacity for experiential reflection, she will likely engage with her patient’s affect more readily
(#3). More research is needed to understand why therapists who have a greater capacity for
experiential reflection have the tendency to approach their patients’ affective experience more
readily; however, this finding dovetails with studies that have shown the utility of incorporating
deliberate practice focused on “therapist immediacy” into the training and supervision of
therapists (Hill, 2014; Hill et al., 2019). Therapist immediacy is defined as a practice wherein
therapists “inquire about or disclose immediate feelings about the client, herself or himself in
relation to the client, or the therapeutic relationship” while in session (Hill, 2014, p. 299). One
such study found that when supervision included individualized training activities meant to
bolster capacity for therapist immediacy, therapists were more likely to report feeling more
aware of their own feelings, more knowledgeable about their roles as therapists, and better
equipped to effectively intervene with their clients (Hill et al., 2019).
Therefore, the present study’s finding that there is a link between therapist level of
Experiencing and that therapist’s tendency to focus on her patient’s affective experience
highlights the need for the incorporation of the following two elements into the training and
supervision of therapists: experiential-based learning as well as didactics on how reflective
capacity can curb deleterious effects of countertransference. In their meta-analysis on therapist
affect focus and its impact on patient outcomes in psychodynamic psychotherapy, Diener et al.
(2007) argued that close supervision involving actual techniques through the use of audio- or
video-taped sessions was especially important in facilitating therapist affect focus. Importantly,
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the supervision of TAAP therapists includes experiential-based learning such as the empty-chair
technique, a method popularized by one of the founders of Gestalt Therapy, Fritz Perls. The
majority of therapists in the sample mentioned during their termination interviews that the
empty-chair technique and role-playing were challenging but helpful elements in the supervision
of their TAAP cases. It follows that the incorporation of these elements may be especially
important for the training and supervision of therapists working in modalities such as short-term
alliance focused psychotherapy as well as other relationally oriented modalities where techniques
such as the use of the here-and-now are integral to treatment efficacy.
Importantly, data from this sample indicates that the total value of Experiencing
responses provided by the therapist is more closely linked to how frequently the therapist
approaches her patient’s affect during sessions than that therapist’s highest score on the
Experiencing Scale. Described in the Experiencing Scale’s terminology: a therapist’s mode
Experiencing score was more closely linked to how frequently the therapist approaches her
patient’s affect during sessions than the therapist’s peak Experiencing score. Thus, we can
theorize that the quality of the therapist’s overall engagement with the interview is more
indicative of the therapist’s reflective capacity and likelihood to engage with the patient’s
emotional experience during sessions than any rare and yet extraordinary single response.
Given that all of the cases reached clinically significant improvement, we can draw
preliminary conclusions regarding this finding. First, therapists do not have to achieve the
highest level of nonjudgmental experientially grounded self-awareness (Experiencing) in order to
work effectively with their patients, but instead therapists should aim to embody a minimum
level of consistent engagement and curiosity pertaining to their work with patients. The relative
importance of consistent engagement versus extraordinary engagement evokes Winnicott’s
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notion of the “good enough mother” (1971) as it suggests that it is more important to be a “good
enough therapist” most of the time rather than an ideal or perfect therapist only once over the
course of treatment. Relatedly, others have also spoken about how expert technical skill or level
of rote knowledge are much less crucial to treatment efficacy than a therapist’s overall emotional
maturity or calm centeredness (Cozolino, 2004).2
Importantly, previous studies pertaining to therapist level of Experiencing have not
illustrated the greater relative importance of therapist mode score versus therapist peak score as
was found in the present study. Instead, studies have shown that higher levels of both mode and
peak EXP scores combined are associated with therapist capacity to repair ruptures in therapeutic
alliance and to attend to negative process in the therapeutic relationship in non-defensive ways
(Rennie et al., 2010; Kazariants, 2011; Safran et al., 2014). Given the present study’s small
sample size, further investigation is required to understand the robustness of our finding that
therapist overall level of experiential reflection (mode EXP score) might be a better indication of
that therapist’s likelihood to engage with patient affect during sessions than that therapist’s
highest capacity for experiential reflection (peak EXP score).
The link between therapist capacity for experiential reflection and therapist engagement
with patient affect during sessions suggests that the guiding theoretical frameworks behind
Gendlin’s Experiencing (1968) and short-term alliance-focused psychotherapy are mutually
reinforcing or interconnected. In brief, Gendlin described Experiencing as an individual’s
nonjudgmental awareness of the complex layers of her own internal reactions using

2

The notion of the “good enough therapist” leads to a wide-ranging debate pertaining to what constitutes therapist
expertise. There is great debate around the topic of therapist expertise, specifically about which criteria should be
used in its assessment. Some have considered the following criteria: performance, cognitive processing, client
outcomes, experience, personal or relational qualities of the therapist, credentials, reputation, and/or self-appraisal
(Hill et al., 2017). Further discussion of “good enough” versus “expert” clinician status is beyond the scope of this
paper.
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physiological, emotional, and cognitive signals for the construction of new and profoundly felt
meaning. Short-term alliance-focused psychotherapy draws from the theoretical frameworks of
Brief Relational Therapy (BRT; Safran & Muran, 2000) and Time-Limited Dynamic Therapy
(TLDP; Levenson, 2017). As therapists are trained in providing alliance-focused therapy, they
learn how to engage with the patient’s emotional experience as well as how to use their own
experience of the patient and their relationship with the patient in the here-and-now as a vehicle
for intervention. As the present study’s findings suggest, drawing from Gendlin’s notion of
Experiencing could provide therapists with a way of understanding what it means to tap into
their own felt senses with an unwavering, nonjudgmental curiosity. This, in turn, could help
therapists as they strive to use themselves as tools in serving their patients.
A clinical illustration can further elucidate the connection between the theoretical
frameworks behind Experiencing and alliance-focused therapy. A moment that occurred during
Session 8 of Case Two captures how a therapist’s use of her own experience of her patient can
provide an opportunity to progress the work in a rich, meaningful way. The patient arrived late to
the session for the second time in a row and expressed feeling guilty, worried to the point of
panic, and ashamed of his behavior. Instead of taking it personally that the patient was late or
seeing it as an act of resistance against treatment, the therapist used the patient’s lateness and
display of inordinate affect as an opportunity to understand him more completely. More
specifically, she used it as an opportunity to understand the patient’s fears about the therapeutic
relationship.
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During her termination interview, Therapist Two recalled noticing in that moment that
there was “great intensity” in the patient’s own reaction to his late arrival.3,4 Moreover, she
recalled feeling surprised by the intensity of his emotional state and a feeling of pressure to fix it.
As a result of her awareness of the patient’s affect, knowledge of this particular patient’s fears of
vulnerability, as well as an awareness of her own feelings regarding the patient’s affect, she
decided to inquire about the patient’s experience on the way to treatment and about his
experience sitting in front of her in the therapy room. She asked in a nonjudgmental and
empathic tone, “So what was it like for you just now and what was the last hour for you like?”
The patient described feeling “full of self-blame” and explained how it bothers him when people
are late because he thinks “being late is disrespectful” and is a sign that people “don’t care.”
Therapist Two said, “And the bit that bothers you is that I would see you according to those
ways that you see other people….yeah that would be harsh.” Patient Two responded “Yeah,
that’s the part that bothers me” while laughing uncomfortably.
This then led to a conversation about the patient’s transference of the therapist as “harsh
judge.” Therapist Two said, “That’s an element of this relationship that seems worth naming,
having on our minds -- me as judge, me as a sort of externalized version of your own judge.”
Patient Two went on to describe how he was worried that the therapist would become less
invested in the work if she thought that he did not care about the therapy or care about her time.
Therapist Two said, “I’m really glad to hear you articulate that, it makes sense to me. It makes
me feel close to you. Part of what I hear you saying is, I hear a little bit of worry that I might not
be as invested in it as you are and…you need me to be.”

3

Therapists and patients are referred to by case number. For example, for Case Two, the therapist is referred to as
Therapist Two and the patient is referred to as Patient Two.
4
Quotations pertaining to case material presented here are verbatim transcriptions from either audio-recorded
termination interviews or video-recorded therapy sessions.
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By using her own experience of her patient, by engaging with her patient’s affect, and by
recognizing the significance of the therapeutic relationship in her patient’s life as well as her role
in it, Therapist Two was able to help her patient to achieve a deeper understanding of himself. In
her termination interview, Therapist Two talked about how this patient was someone who had
always hidden parts of himself from people and who talked about treatment as a kind of
“confessional.” This therapist expressed an understanding that for this person, the therapeutic
relationship was providing a new experience: she said, “it was kind of mind blowing for him
because it’s like, ‘even the person I told my darkest shit to could even like me and maybe in part
because I told her this dark shit she likes me.’”
In Patient’s Two response to the feedback questions after termination, he spoke to the
importance of his relationship with Therapist Two. He wrote,
“As I entered the program [TAAP], I felt particularly guarded during our sessions due to
lack of trust with someone new which was in conflict with my desire to tell someone
about my concerns so we could begin the process. In hindsight I believe it was the fear of
being judged. The change in our relationship was centered around our relationship
building and towards the end, I felt like I could tell [name of therapist] anything and she
would A) not judge me, and B) not treat me differently based on the content of our
sessions…I also learned that it may be beneficial to find someone with whom I can be
vulnerable [romantically].”
It seems as though moments like the one shared by Patient and Therapist Two in Session 8 might
have contributed to the patient developing a deeper understanding of the extent to which his
harsh internal judge impacts him intrapsychically as well as interpersonally.
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Importantly, while a therapist’s capacity for experiential reflection may be particularly
useful in alliance-focused therapies given the emphasis on using the therapeutic relationship as a
vehicle for experience-near insight development, this reflective capacity is likely important
across therapeutic modalities. Related studies have shown that one important common therapist
factor across psychotherapeutic modalities involves experientially grounded reflective capacity:
a therapist’s capacity to simultaneously note her own personal reactions, attend to negative
therapeutic processes with curiosity while not taking it personally, and maintain boundaries that
protect the professional and ethical standards of care (Karson & Fox, 2010).
Relationship between Countertransference and Therapist Approach. As predicted,
session-level data of the group suggests that as therapists experience positive countertransference
toward their patients, they are more likely to notice and engage with the patient’s emotional
experience during sessions. In fact, results from the study suggest that a therapist’s positive
countertransference are strongly associated with her engagement with patient affect during the
session. As therapists experience more positive-, parental-, and protective-related
countertransference toward their patients they will notice and engage with their patients’
emotional experience in the here-and-now more frequently. This finding suggests that when the
particular therapists in this group felt fondly toward their patients, they became more curious
about what their patients were experiencing as well as more intent on encouraging the patients to
feel and understand their own affect more deeply. Further investigation is needed to link positive
countertransference with more explicit engagement with patient affect, but studies to date have
shown that when therapists are feeling positively toward their patients, they often experience a
reduction in stress levels as well as become more able to manage countertransference feelings
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(Fauth & Hayes, 2006). It follows that a reduction in stress levels and better countertransference
management might contribute to more frequent engagement with the patient’s affect.
Unlike we expected, on the other hand, data analyzed on a session-by-session basis from
this particular sample indicates that there was not a significant relationship between negative
countertransference dimensions and the number of times a therapist engaged with a patient’s
emotional experience during sessions. This nonsignificant finding might suggest that as a group
the therapists had a strong capacity for managing their negative countertransference effectively
given that their tendency to approach patient affect was not impacted. While discussing their
experiences during the termination interviews, all therapists in the sample described the
importance of supervision in helping them to become more aware of their negative
countertransference toward their patients. Moreover, they described how supervision was
necessary for understanding the ways in which the countertransference was likely impacting their
behavior during session. This highlights the important role that supervision plays in providing
therapists a space to reflect on and understand their experiences with patients. Studies have
shown that supervision can prevent disruptions in a therapist’s empathy when working with
patients with severe pathology because it gives therapists an opportunity to process
countertransference responses (Chernus & Livingston, 1993).
When we examined the group as a whole at the course-of-treatment level, however, we
found that the extent to which the therapists engaged with the patient’s emotional experience
during sessions did not appear related to the magnitude or type of countertransference they were
experiencing in response to their patients. This discrepancy between session-level and course-oftreatment level findings suggests two possibilities. First, the discrepancy in findings might be the
result of the small size of this sample. Second, the discrepancy illustrates that given the small
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size of this study’s sample, looking at data at a more granular level (i.e., on a session-by-session
level) may be more conducive for detecting relationships worthy of further exploration as
opposed to looking at data from a more global perspective. Laurenceau and colleagues (2007)
describe methodological considerations for assessing change over the course of treatment. They
argue that while there is precedence for examining clinical phenomena with different temporal
designs (two points of assessment versus three points of assessment, for example), it is
preferrable to examine phenomena at a more granular level (2007). Hill et al. (2013) argue for
the utility of examining psychotherapy process and outcome from a mixed methodological
perspective. They say that an ideal study would include data collected from interviews of clients
and therapists at different time points, qualitative analysis of video-recorded session data, and
results obtained from the completion of batteries by clients and therapists (2013). The present
study adheres to the standard proposed by Hill et al. (2013).
Looking at this phenomenon on an even more granular level (within each case) allowed
us to appreciate the effect of a therapist’s countertransference on that therapist’s behavior during
sessions. Two cases stood out: Case Four and Case Two. Interestingly in Case Four, the
therapist’s reported negative countertransference was in fact significantly related to her
engagement with the patient’s emotional experience during sessions. In this particular case, the
more negative countertransference Therapist Four reported, the more she approached the patient
during sessions. While Patient Four did in fact achieve clinically significant improvement over
the course of treatment as measured on the BSI, close qualitative analysis of the sessions
suggests aspects of the therapeutic relationship were strained. Given the context provided during
the interview with the therapist, it seems as though the therapist’s countertransference might
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have interfered with the treatment such that the patient often seemed to withdraw and become
quiet during the sessions as was evident during qualitative analysis of video-recorded sessions.
Qualitative data obtained from interviewing Therapist Four provides insight into this
quantitative finding. During her termination interview, Therapist Four explained that she had
“such strong reactions”5 to the patient that she “didn’t give the patient any room.” In this
particular case, the therapist realized that her patient’s presentation reminded her of a family
member’s struggles and thus the therapist was unknowingly reacting in a way that was impacted
by the desperation she once felt in the past when trying to help her struggling family member.
The therapist reported that several sessions passed before she realized during supervision that she
was experiencing intensely negative countertransference with this particular patient. She added
that once this discovery was made, she was able to “sit back” and “do less” during subsequent
sessions with her patient. Until the therapist recognized her countertransference and adjusted her
behavior accordingly during the sessions, her well-intentioned but overcompensating desire to
understand and serve her patient seemed to have the opposite effect, metaphorically pushing the
patient out as opposed to giving her space. The therapist’s report of the shift in her own behavior
after supervision corresponds with studies that have shown how supervision can be experienced
as “containing” for therapists when used as a space to process countertransference (Chernus &
Livingston, 1993).
Moreover, Therapist Four said that when she finally did start to “do less” during the
sessions, she actually felt more connected with her patient. The therapist reported that
understanding what she was bringing into the room allowed her to listen more carefully and see
“more of the woman” in front of her. As the therapist metaphorically stepped aside and allowed

5

Quotations pertaining to case material presented here are verbatim transcriptions from audio-recorded termination
interviews and video-recorded therapy sessions.
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the patient to lead the way, the patient had the space to come to life. Robert Grossmark’s
discussion of Ogden’s concept of the analyst’s “unobtrusive presence” (2005) and Winnicott’s
notion of “going-on-being” (1956) encapsulates the benefits of a caretaker following the lead of
an infant to allow space for the infant’s subjectivity (Grossmark, 2012). Grossmark likens the
caretaker-infant relationship to the analyst-patient relationship. He describes how an analyst
connects most deeply with her patient when she allows the patient to “experience spontaneous
movement” (Winnicott, 1963) and “become the owner of their own sensations” (Ogden, 2005).
Grossmark writes: “Unobtrusive is not neutral or abstinent. Far from it: it implies the very
deepest engagement that is humanly possible” (2012, p. 634).
As illustrated by the example of Case Four, some therapists may react to negative
countertransference with an increased engagement toward patient affect, and this increased
engagement may prove counter-productive to the therapeutic work. Thus, Case Four highlights
the fact that the ways in which countertransference relates to therapist behavior is unique and
dependent on the therapist’s own personal history as well as the unique qualities of each patienttherapist dyad.
Building upon this finding, future investigations into what constitutes a “successful”
versus “unsuccessful” approach is warranted, as such data would deepen our understanding of
what constitutes effective engagement with the patient’s experience at any given point during a
session. Moreover, the success or failure of an intervention or an approach is likely
individualized and therefore may require a level of flexibility in the therapist to understand how
their patient might be most likely to receive an intervention. Along those lines, empirical
research has shown that the way a therapist approaches the patient’s emotional experience
matters, as the therapist’s inquiry needs to be experienced as “supportive and empathic” by the
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patient to elicit meaningful engagement by the patient (Town et al., 2012). Of course, that which
is experienced as “supportive and empathic” for some individuals might not be received in the
same way by others. In fact, it could be experienced as intrusive and aggressive. Interpersonal
Defense Theory (Westerman, 2018; Westerman & Muran, 2017) highlights the interpersonal
nature of therapist interventions, suggesting that coordination is important in how therapists
respond to their patients. Studies have shown that therapist interventions can contribute to
ruptures in the therapeutic alliance or contribute to their resolution, the fate of which is
determined in part by whether the therapist’s response to the patient speaks to the patient’s
“central interpersonal wish” or his “central feared outcome” (Westerman & de Roten, 2017).
The relationship between negative countertransference and therapist approach in Case
Two also deserves highlighting. Quantitative data along with corresponding qualitative data
obtained from interviewing the therapist suggests that Therapist Two’s negative
countertransference might have initially kept her at a distance from her patient’s affect.
Quantitatively, the therapist’s countertransference decreased significantly over the course of
treatment which coincides with a notable increase in the therapist’s Approach Tally.
Furthermore, data from Session 16 illustrates that when Therapist Two experienced an increase
in negative countertransference, her approach behavior once again decreased. There are other
factors involved in a therapist’s engagement with the patient’s emotional experience, but
qualitative data obtained from the interview with Therapist Two provides insight into the
relationship between these two phenomena for this particular therapist with this particular
patient.
Qualitative data obtained from the interview with Therapist Two illustrates how negative
countertransference might have initially interfered with her ability to engage with the patient’s
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emotional experience. The therapist described feeling negatively toward this patient at the outset
of the treatment:
“I think that this corporate bro thing itself is just something that’s always really kind of
intimidated me and terrified me. And it’s just kind of a way of being in the world that I
don’t really get. And I feel like there’s always this – I mean there’s this sort of like
sexuality in that somehow. And friends of mine who have dated corporate type guys, I
always just thought they must be some other tier of woman. I don’t think those guys are
interested in me and I’m not interested in them. There’s this sort of evaluative thing that’s
happening mutually that I just carry around with me towards this type of man. And so I
think I really felt like I’m not going to be up to snuff for him. And like I’m going to judge
him.”
Therapist Two reported noticing that her behavior during the initial session was more “guarded”
and “reserved.” As a result of a discussion in supervision, the therapist realized that she was
simultaneously holding back and staying at a distance from the patient. For example, the
therapist reported that her supervisor encouraged her to bring more of her authentic self into the
room, which the therapist said felt like getting permission to be more “real” and humorous. The
therapist said, “I think that supervision helped me trust in being more authentic in the room, and
to kind of try that out, and I felt him really respond to it. He would laugh uproariously
sometimes.” In addition, this therapist said that once she became more aware of her initial
withdrawal from the patient, she was able to access a greater level of curiosity about the patient
and more actively approach his emotional experience during sessions. Again, studies pertaining
to the containing nature of supervision have shown that when therapists have a place to process
session material, they can feel more liberated to engage with their patients during treatment
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(Many et al., 2016). One particular study illustrated how “reflective supervision” provided a
place for a parallel process to occur between supervisor and therapist (2016). The parallel
process allowed the therapist to realize that she had been triggered by a patient’s family’s
negative way of relating to one another which ultimately led to a deepening of the therapist’s
understanding of her patient’s current difficulties and a productive shift in the therapist’s
engagement during the session (2016).
In addition, as the therapist’s description suggests, one aspect of Therapist Two’s
negative countertransference toward Patient Two seemed to entail what she experienced as the
absence of eroticism. Therapist Two saw the patient as “just another corporate bro” who would
not be interested in her. She said, “Countertransference-wise he just represented this type of dude
who always scared me and made me feel alienated, not worthy or not wanted or respected
particularly. Not appreciated. Not seen.” The therapist noted that there was a moment in the
treatment when that shifted. She described filling out the countertransference measure after that
session and registering that there had been a difference in her feelings toward him and described
what that meant to her regarding the treatment’s progress:
“There are these questions about erotic countertransference. And every single time I was
like zero, zero, zero, zero and then there was this one time that it spiked up to, not very
high, like two maybe. But that session made a really big difference for me. Like he felt
more real, he felt more textured. I felt more attracted to him. That actually felt like a
turning point in my feelings towards him. Just like remembering that I felt that towards
him helped open up something for the rest of the treatment. It made me feel like there
was something real happening here after all which was cool both for me and for what I
imagined was happening for him.”
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The interview with Therapist Two about her experience with Patient Two captures the ways in
which her negative countertransference might have led her to be less active and less engaged
with the patient’s emotional experience at the beginning of treatment. In addition, the therapist
described that as she allowed herself into the room without fear of rejection, she simultaneously
became more actively inquisitive about this patient’s experience in the room and began to see
him as a “real” and “textured” person.
In both cases, Case Two and Case Four, the therapist’s countertransference had a
negative impact on her ability to fully engage with the patient. In Case Four, the therapist’s
countertransference led her to approach the patient’s affect more but unproductively, and in Case
Two, the therapist’s countertransference led her to initially withdraw from her patient. Both of
these therapists made important realizations while in supervision that helped them to get in touch
with their own feelings pertaining to their work with their patients. Once each therapist became
more aware of what she was experiencing while with her patient, she had the opportunity to
reflect and gain a better understanding about what had been activated internally and by which
aspects of the patient’s presentation. This development in each therapist’s self-knowledge
provided an opening through which she could make more space for the patient and see more of
the person in front of her.
The present study’s findings pertaining to connection between countertransference and
therapist engagement with patient affect point to the importance of a therapist’s willingness and
ability to become aware of her countertransference which entails a level of self-awareness and
self-knowledge. The existence of countertransference is not necessarily problematic in and of
itself, but a therapist’s lack of awareness of her countertransference can lead to
counterproductive behavior in sessions including enactments. Studies have shown that self-
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awareness as well as introspection are beneficial for therapists, therapeutic process, and the
resolution of countertransference phenomena (Norcross, 2000; Gelso & Hayes, 1998).
Importantly, some have drawn an important distinction between self-awareness and selfknowledge (Safran & Muran, 2000). Self-awareness implies an immediate consciousness that
can sometimes prove to be a hindrance to clinical process when it includes feelings of
incompetence and self-doubt because of their distracting and destructive effects (Williams et al.,
2008; Williams et al., 2003). Self-knowledge, on the other hand, is a form of insight that entails a
“retrospective understanding of internal processes” (Thériault et al., 2009; Safran & Muran,
2000).
Fraiberg, Adelson, and Shapiro’s Ghosts in the Nursery: A Psychoanalytic Approach to
the Problems of Impaired Infant-Mother Relationships (1975) provides a useful metaphor for
understanding the impact that countertransference can have on a therapist’s behavior when a
therapist lacks self-knowledge in general, and maybe especially knowledge pertaining to her
emotional self. This piece (1975) investigates why it is that some caregivers seem to repeat the
same kinds of abusive and traumatizing behaviors with their children that were once inflicted
upon them when they were children themselves while other caregivers do not repeat these kinds
of behaviors. Through the use of clinical material, Fraiberg and colleagues propose that while
these caregivers may be able to recount stories of their abuse from an intellectualized standpoint,
they are no longer connected with or can no longer remember the feelings that accompanied
these experiences. It is their lack of connection to the affect that allows these caregivers to
perpetuate the transmission of trauma to their children. They write:
“The key to our ghost story appears to lie in the fate of affects in childhood. Our
hypothesis is that access to childhood pain becomes a powerful deterrent against
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repetition in parenting, while repression and isolation of painful affect provide the
psychological requirements for identification with the betrayers and the aggressors…in
each case when our therapy has brought the parent to remember and experience his
childhood anxiety and suffering, the ghosts depart, and the afflicted parents become the
protectors of their children against the repetition of their own conflicted past.” (p. 420
421)
While Ghosts in the Nursery speaks to the caregiver-child relationship, it has relevance to the
therapist-patient relationship. Fraiberg and colleagues describe the destructive effects of
caregivers, survivors of abuse during their own childhood, who are no longer in touch with the
negative affect they once experienced. These caregivers will inflict the suffering they once
endured onto their children because they no longer recall the pain they felt on an emotional level.
Similarly, we can extend this metaphor from the nursery to the therapeutic space by saying that a
therapist’s “ghosts” appear when the therapist is unaware or detached from her emotional self. A
therapist’s ghosts might lead the therapist to engage in negative interpersonal processes with her
patient when experiencing countertransference.
While ideally a therapist can “catch” a countertransferential reaction in the moment as it
happens, thereby refraining from contributing to unproductive processes in the session, much
more realistic is that the therapist will make sense of her internal reactions after the session.
Therefore, findings from the present study suggest that the good-enough therapist is one who is
willing to reflect on her experiences in the previous session during formal or informal
supervision with peers such that she can make sense of her internal experience in a way that
benefits her work with her patient in subsequent sessions. Informal supervision has been shown
to be an invaluable resource to therapists, especially therapists in training (Coren & Farber,
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2019), but therapists must be willing to seek out the supplementary supervision in order to
benefit from it.
The findings discussed throughout this dissertation suggest that self-awareness and selfknowledge are important for therapists not because therapists need to be fully aware of or in
touch with all aspects of themselves at all times, but because these qualities help a therapist to
know when difficulties or challenges arise and thus can facilitate a therapist reaching out for
supervision and guidance in those moments. While the therapeutic dyad is indeed between two
people,6 a therapist will arguably be more much effective when seeking consultations with
others.
Studies pertaining to the importance of personal therapy for therapists at all stages in their
training and careers have shown that “getting personal therapy, analysis or counseling” ranked as
the “second or third most important influence” in their clinical practice for therapists across
theoretical orientations (Orlinsky et al., 2011). Personal therapy has been shown to have a
positive impact on therapist “self‐awareness, self‐esteem, relationships, and therapeutic
effectiveness” (2011). Finally, while “getting experience with patients” has been ranked “most
influential” by therapists regarding impact on their therapeutic practice, “formal supervision or
consultation” with peers or professional groups is consistently ranked “second most influential”
(2011).
Relationship between Countertransference and Patient Functioning. As predicted,
when examining the session-by-session data across all treatments we found that negative
countertransference dimensions were directly associated with patient functioning. When patients

6

In brief, Field theory (Baranger & Baranger, 1961) as well as work pertaining to the Analytic Third (Ogden, 1994)
both speak to how a therapeutic dyad and the intersubjective space created between the two people is in fact
comprised of many other people, influences, and constructions.
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reported higher scores on the OQ-45.2 (signifying a worsening in symptoms), therapists reported
more negative countertransference. Patients fill out the OQ-45.2 before each session begins and
then reviews it with the therapist. The therapist completes the CTQ after each session ends. One
explanation for the relationship between negative countertransference dimensions and patient
functioning is that upon learning of the patients increased distress as reported on the OQ-45.2,
therapists felt overwhelmed, disengaged, helpless, or inadequate. Another explanation for the
relationship between negative countertransference and patient functioning relates to the
therapist’s experience of the patient in session. In other words, it is possible that the experience
of working with a patient with a greater level of distress might have contributed to the therapist’s
negative countertransferential feelings. Studies have shown that while there is some individual
variation within dyads, therapists experience more negative countertransference during sessions
when working with patients with more severe pathology (Tanzilli et al., 2017). There was no
significant relationship between positive countertransference dimensions and patient functioning
possibly because therapists were likely not as impacted by reviewing their patients’ responses on
the OQ-45.2 and/or by their patients’ presentations in session when their patients were doing
relatively well as compared to when they were doing less well. Given that the present study’s
sample included only therapists in training, it would be important to see if the same phenomenon
were present in samples including more experienced therapists; future research could investigate
this area.
Therapists in training might be more likely to take it personally when their patients do not
improve and might be more overwhelmed when faced with a patient experiencing more distress.
One study examining therapist Feelings of Incompetence (FOI, Orlinsky et al., 1999) showed
that novice therapists do in fact report greater levels of self-perceived low mastery and feelings
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of self-doubt about competence as compared to therapists with more experience (Thériault &
Gazzola, 2010; Orlinsky et al., 1999). Importantly, however, while a greater percentage of
novice therapists reported FOI (83.2%), therapists with relatively more experience also endorsed
FOI (52.3 to 69.2%) (Orlinksy et al., 1999). The latter group of therapists included early-career
therapists with up to five years of experience in the field.
Some negative countertransference might overlap with feelings included in the FOI
construct such as self-perceived incompetence, low perceived mastery, professional self-doubts,
a sense of failure, and self-criticism about performance, among others (Thériault & Gazzola,
2010). FOI has been shown to have negative consequences on therapists including “stress,
burnout, premature exit from the field of psychotherapy, and experiencing personal problems”
(Farber & Heifetz, 1981; Hannigan et al., 2004; Thériault & Gazzola, 2010). The connection
between negative countertransference and FOI further emphasizes the need for therapists to
develop countertransference management skills as well as find professional support in formal
and informal supervisory relationships.
An analysis of the group’s data over the course of treatment pointed to the presence of
trends in therapist countertransference in effective short-term alliance focused therapy treatment.
In the present study, an effective treatment is defined by patients achieving clinically significant
improvement on the outcome measures used in the present study, the BSI and the OQ-45.2. In
the present study, all patients achieved clinically significant improvement in patient functioning.
As a group, therapist total countertransference as well as negative countertransference decreased
while positive countertransference increased. While further investigation is needed to understand
the direction of causality, this preliminary finding suggests the trend that as patients improve
over the course of treatment, therapists experience a shift from negative to positive
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countertransference with an overall reduction in intensity as measured by a decrease in total
countertransference. Further research could investigate whether these trends in therapist
countertransference contribute to the creation of a productive environment in which patients can
show improvement and/or these trends in therapist countertransference are a consequence of
patient improvement.
Assuming that a therapist’s countertransference is one measure of a therapist’s
involvement or engagement with the patient, one additional finding at the group level deserves
highlighting. Examining the group’s data over the course of treatment, one particular finding
suggests that a therapist’s initial countertransference toward the patient, regardless of valence of
countertransference, might be predictive of change in patient functioning. We found that the
more countertransference a therapist experienced in the beginning of the treatment as reported
after the first session, whether positive or negative, the more positive change that patient
experienced from beginning to the end of treatment. Although further research is needed to
assess causality, this initial finding indicates that a therapist’s openness to being impacted by or
affected by their patient’s presentation might be predictive of patient outcome in short-term
alliance-focused therapy.
When examining the relationship between therapist countertransference and patient
functioning within each case, statistical analyses underscore the connection between these two
phenomena in two particular cases, Case One and Case Five. In Case One, as the patient’s
functioning improved, the therapist’s total, negative, and positive countertransference decreased.
Similarly, when the patient’s functioning worsened (higher scores), the therapist’s total,
negative, and positive countertransference increased. Direction of causality deserves further
investigation, but qualitative data obtained during the interview with Therapist One sheds light
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on the ways in which his countertransference seemed to operate parallel to Patient One’s
presentation. In the termination interview this therapist described that at the beginning of the
treatment he felt an intense erotic countertransference toward this patient as well as some
anxious feelings. He said,
“I felt some trepidation before I even met her because on paper, she sounded like
somebody I would date even though I’m married. She would be the kind of emotionally
unavailable woman, like no good for me, that I used to date until I found my wife.
There's just some overlapping interests and there's something exotic about her. In the first
couple sessions there was this very intense erotic transference and countertransference,
I’m not sure where one begins and one ends, but she wore extremely intense perfume
which stopped or decreased over the course of our sessions together as our relationship
felt closer and better.”
During the initial sessions with this patient, Therapist One reported feeling “distant” and
“confused by the patient,” and he explained that part of what he thought was happening involved
the patient’s difficulty in recognizing and articulating her negative emotions without attempting
to rationalize or “explain them away.” As the patient became more present in the room, less
defended against her feelings, and as her emotions became more real and complex as well as
more available to both herself and the therapist, the therapist described feeling less of an intense
countertransference. Moreover, according to the therapist this particular patient’s goals for
treatment included “naming and identifying what she was feeling in any given moment” to help
her “make decisions” because before treatment she said she “didn’t even know what she was
feeling.”
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In reviewing the video-recorded sessions of this treatment, Patient One’s feelings of
sadness and loneliness became more present over time as she became more able to tolerate the
discomfort the feelings would cause. For some patients, this could lead to more distress which
would be captured on the outcome measures. For this patient, however, the identification and
understanding of her emotions, although negative and difficult in many ways, led to a decrease in
overall distress because she simultaneously expressed feeling liberated and more entitled to her
experience of herself and the world. As a woman whose upbringing was characterized by neglect
and a felt need to hide herself, especially the parts of herself that she felt would be difficult for
her father to tolerate, the chance to own her feelings was different, new, and positive.
In Case Five, quantitative findings suggest that the therapist’s countertransference was
closely related to the patient’s functioning. For example, as the therapist’s negative
countertransference gradually decreased from 47 to 26 over the course of the twenty-session
treatment, the patient’s functioning improved significantly (change in BSI was -51 and change in
OQ-45.2 was -31). While causality must be investigated further, qualitative information gathered
from interviewing Therapist Five and the patient’s own responses to post-treatment feedback
questions provide some insight into the possible connection between the two phenomena. In the
beginning of this treatment, Therapist Five described having a negative response to Patient
Five’s presence in the room. The therapist described his fearful and intimated response to her in
the following way:
“Her gesticulations and the amount of affect in the room…she was just very, she could
really be pretty demonstrative with her emotions. And some of those were pretty
negative, and aggressive, and loud. So I think I just had a sense of like, ‘fuck I don't want
to piss this person off.’”
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During the termination interview, Therapist Five described how over the course of treatment
Patient Five’s presence changed in the room:
“She got less -- it’s hard to know why this happened -- but in the room, she just stopped
gesticulating as wildly. She just stopped getting as dysregulated. Yeah. So that was a big
thing. So the sessions didn’t feel as frightening. And [my feeling of] being kept at bay,
that went down. All these things that are negative, they were still present but they went
way down as compared to at the beginning.”
In addition, Therapist Five was able to connect more to the patient’s insecurities as well as
appreciate how the experiences the patient had with abusive romantic partners in the past might
have contributed to the way she carried herself the room which Therapist Five initially found to
be frightening and off-putting. The therapist said,
“I think also she has this really rough history with men, who had not treated her well and
she seeks out men who do not treat her well. And I think there were times where she
might have seen me in that regard and that might have been part of why she kept me at
bay, held me away.”
Therapist Five’s appreciation of the impact that Patient Five’s traumatic past had on her in
addition to the shift in the patient’s presence in the room seemed to have contributed to this
therapist’s shift in countertransference. His negative countertransference decreased over time
while his feelings of “engagement,” “empathy,” and “attentiveness” increased over time, as he
reported during his termination interview.
The patient’s responses to the feedback questions provide support for the likelihood that
the patient’s increased feelings of safety in the therapeutic relationship allowed her to be
vulnerable with her therapist. This, in turn, might have contributed to the shift in the therapist’s
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experience of the patient. In response to the questions, “Did you feel that the treatment was
helpful?” and “Did your relationship with your therapist change over the course of treatment?,”
the patient wrote, “The treatment was immensely helpful,” and “the relationship deepened in
both trust and respect.” In addition, in response to the question, “What were the most helpful
aspects of the therapy experience?” the patient wrote, “Having the time and place to work
through my fears and feelings. The relationship with my therapist.”
This qualitative data illustrates that as the patient became more trusting of the therapist,
she became better at tolerating the anxiety and depression she was experiencing. Moreover, this
trust allowed the patient to become more open and vulnerable and to feel less of a need to take
command of the therapeutic space. As the patient experienced these shifts, the therapist felt more
connected to her which in part may have been due to the fact that he felt less fearful of her and
less worried about “pissing her off.”
Quantitative and qualitative data from Case One and Case Five illustrate how therapist
countertransference and patient functioning might have interacted with each other in these two
cases. In Case One, the totality of the therapist’s countertransference decreased over the course
of treatment which occurred in tandem with his patient’s improvement. In reviewing the
treatment’s video-recorded sessions, it was clear that the strength in the therapeutic relationship
allowed the patient to feel comfortable enough to reveal her vulnerabilities. As the patient
emerged from the cloud of seductive perfume, she became more real with herself and her
therapist, and the therapist reported feeling less activated by the patient’s presentation as she
reminded him less of the emotionally unavailable women he used to date.
In Case Five, the therapist’s specifically negative countertransference decreased as the
patient improved over the course of treatment. In this case, the patient’s transference toward the
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therapist seemed to have contributed to her felt need to take command of the room and
metaphorically bulldoze over the therapist. Her loud voice and violent gesticulations scared the
therapist and made him worry about “fucking up” and “pissing her off.”7 As the patient began to
experience the therapist as a trustworthy and benevolent man, she allowed herself to cry more
when feelings of sadness took over during sessions. Even more, during one particularly tearful
moment, the patient articulated to the therapist that she was crying because she was feeling cared
for by him, a feeling that had eluded her in most of her previous intimate relationships. In
moments like this one, the patient allowed herself to be held by the therapist and therefore
relinquished some of the control. In response, the therapist felt less fearful of the person in front
of him and less repelled by her previously all-consuming presence.
Relationship between Therapist Approach and Patient Functioning. We had
hypothesized that patients working with therapists who had engaged with the patient’s emotional
experience more often over the course of treatment would experience greater magnitude of
change over the course of the treatment. When we examined the group as a whole, we found that
patients working with therapists who had a greater mean of Approach Tally over the course of
treatment did experience more change as measured on the OQ-45.2 specifically during the last
quarter of treatment (from Session 16 through Session 20). While further investigation is needed
to draw conclusions regarding causality, this preliminary finding does suggest that patients do
benefit when their therapists actively engage with their emotional experience during sessions.
Studies pertaining to “therapist affect focus” in psychodynamic psychotherapy have shown that a
therapist’s facilitation of patient affective experience as well as expression of affect is associated

7

It is possible that the patient has unconsciously developed this loud, violent, off-putting behavior at least in part as
a way to protect herself from the harm she expects others to cause. Further discussion of this aspect of the
therapeutic relationship is beyond the scope of this dissertation.
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with better outcome over the course of treatment (Diener et al., 2007). Moreover, other studies
have illustrated that particular kinds of “therapist affect focus” yield more “immediate affect
experiencing” by the patient which they theorized would contribute to more positive change
(Town et al., 2012). One study found that therapist engagement with patient affect elicited more
“immediate affect experiencing” from the patient when therapists pursued feelings or thoughts
that patients seemed to be actively avoiding, whether consciously or unconsciously (Town et al.,
2012).8 Case Three from the present study provides an example of this phenomenon: Therapist
Three attempts to approach the affect against which Patient Three is defended, and over time
Patient Three develops an awareness and understanding of her tendency to avoid certain feelings,
thoughts, and experiences.
Case Three highlights how a therapist’s insistence on helping the patient to connect with
her emotional, real self might be an essential component to effective short-term alliance focused
therapy when working with some patients. Patient Three, an aspiring writer and actor in her
twenties, came in for “depression,” “anxiety,” and “destructive behavior” as self-reported on her
intake packet of questionnaires. The destructive behavior included acts such as misusing her
roommates’ rent money and lying until she covered it up so that no one would notice. At the
beginning of treatment, the patient displayed the tendency to quickly minimize or even laugh at
her own expression of painful feelings or thoughts. During the termination interview, Therapist
Three described noticing early on in the treatment how painful and difficult it was for this young
woman to be herself in session. The therapist said,

8

It is interesting to note that the study found that interventions that were confrontational, clarifying, or supportive in
nature proved more effective at eliciting patient affect as compared to questions or self-disclosure (Town et al.,
2012).
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“I think I felt a lot of empathy for that urge that she felt that she couldn't be herself. That
she had to be somebody else. And I felt in those sessions and other times in later sessions
those themes of just feeling alone in her sadness. I really felt nurturing towards her. Like
I wanted to give her a feeling that if she showed that sadness that she wouldn't be alone in
it.”
Therapist Three became aware early on that this patient’s “almost sycophantic behavior” during
sessions was “annoying” to her and “almost worked to ward off” the therapist’s curiosity about
her experience. The therapist said that she made a concerted effort to work with this patient to
help her stay with her feelings. The therapist described,
“I would kind of just try to really slow the moment down and try to be in touch with
whatever it is, whatever feeling it was that she was sort of feeling, but also warding off.
And I just felt over the course of the treatment, she was able to stay in those feelings
more. And I didn't have to do the work of slowing her down as much, and I didn't have to
do the work of observing that she's not letting herself feel. She really started to let herself
go into it [the feelings] more.”
Therapist Three’s approaches often worked to gently acknowledge that the patient was
attempting to minimize or “pass by” an emotion, which might have communicated to Patient
Three that not only did the therapist want to know how the patient was feeling but was willing to
work to get to her affect. In some ways, Patient Three might have unconsciously needed to
experience the therapist’s pursuit of her affect just as much as she needed the therapist to be with
her in the affect.
For example, eighteen minutes into Session 1 the patient laughed incongruously while
discussing her discomfort fitting into the cliché of a “struggling actor in the city.” The therapist
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took this as an opportunity to comment on the patient’s pattern of laughing at her pain: “You
have this lovely laugh and I’m trying to understand what’s behind it. It seems like it’s
complicated. What is it like for you to talk about these experiences?” The patient responded by
admitting while laughing, “Well, it’s humiliating” and then moved away from her affect by
talking about some of her friends who had recently been hired for acting jobs.
Toward the end of treatment, however, we can see the impact that these approaches likely
had on the patient. During Session 16, the patient was talking about a meeting that went well
pertaining to an agency’s interest in a script that she had drafted with a colleague. The patient
alluded to a “tightness” in her chest that “loosens a little” when she feels joy. The therapist then
inquired about the tightness in order to get a better sense of what the patient was experiencing.
The therapist asked, “what’s that tightness?” to which the patient initially responded in a more
intellectually-defended manner. The therapist then followed up by asking, “what would it be like
to think about it more [instead of moving away from this topic]?” Unlike in Session 1, during
Session 16, the patient then responded in a way that indicated she had developed an
understanding of her desire to avoid feeling her feelings. The patient said, “Yes, I have to think
about it more, but it’s uncomfortable for me to feel…obviously I’ve tried not to feel it.” In this
moment in the session, Therapist Three and Patient Three began to discuss what made it difficult
for the patient to feel hopeful about this project. In addition, they started to talk about her fears of
failing and the shame and dread she feels when she does not live up to her own expectations or
the expectations she wished her parents had of her.
Therapist Three’s approaches during this case appeared instrumental to Patient Three’s
growth as, at least in part, the approaches modeled for the patient a nonjudgmental curiosity of
her genuine feelings and, arguably more importantly, showed the patient that she was not alone
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in her sadness and fear. During the termination interview, Therapist Three reported what the
patient told her during the last session: “I'm much more aware all the time when I say something
that's contrary to how I'm actually feeling."
Case Three illustrates how a therapist’s persistent engagement with a patient’s affect can
have a meaningful and significant impact on a patient’s change process. In this particular case,
the therapist noticed the patient’s consistent attempts to avoid her feelings and used it as an
opportunity. The therapist modeled for this young patient what it looks like to seek meaning
internally and joined the patient in her pain, a place characterized by extraordinary loneliness and
feelings of neglect during much of the patient’s childhood and adolescence.
Relationship between Therapist Experiencing and Patient Functioning. We
hypothesized that patients working with therapists who exhibited an overall higher score in
Experiencing on the termination interview would likely attain greater improvement over the
course of treatment than patients working with therapists with lower Experiencing scores.
Preliminary quantitative analyses support this hypothesis, suggesting that therapist capacity for
Experiencing, or nonjudgmental self-reflection, is positively associated with patient
improvement. The greater level of Experiencing therapists demonstrated in their discussions of
their treatments, the better the outcome achieved by the patients. One explanation for the finding
that patients of therapists with greater levels of Experiencing achieve better outcomes could
relate to the therapist’s capacity to attend to ruptures that occurred during the treatment. A study
showed that when therapists exhibited greater levels of Experiencing, they were more aware of
their internal experiences and could more adequately manage dynamics at play in the therapeutic
relationship, especially in moments of conflict, disagreement and misunderstanding (Kazariants,
2011). In that study, therapists with higher levels of Experiencing demonstrated the tendency to
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repair more of the ruptures that occurred over the course of treatment (2011). Moreover, since
we know that treatments are more successful when more of the ruptures are repaired over the
course of treatment (Muran et al., 2009), it follows that therapist level of Experiencing could
explain some of the improvement in patient functioning. The take-home here is that when
therapists have cultivated a level of self-knowledge such that they are familiar with their internal
world, they will be more likely to detect when shifts occur in the therapeutic relationship. As a
result of this added sensitivity or ability to detect when something is different in the dynamics at
play, therapists have a better chance of being able to attend to that which has changed. Findings
suggest that the nonjudgmental element of Experiencing might be particularly important in how
therapists attend to these shifts. When therapists are less judgmental with their own thoughts and
feelings, they might be able to attend to difficult moments in the treatment in a less defensive
manner. Further research is needed to pursue this question.
In addition, future studies should include cases with unsuccessful outcomes to better
understand the connections between level of therapist Experiencing and patient outcome as well
as between level of therapist engagement with patient affect and patient outcome.
Unexpected Finding: Four Categories of Therapist Approach of Patient’s Experience
The qualitative coding of session videos for Approach Tally led to an unanticipated
discovery that deserves highlighting. We see this unanticipated discovery as a noteworthy
finding in and of itself. As discussed in the Methods sections, we defined an Approach as an
attempt by the therapist to engage with a patient’s affective experience such that the patient has
an opportunity to develop a more connected, knowledgeable, aware, and embodied sense of self.
Over the course of coding video-recorded session material, we found that we could categorize
the ways in which therapists engage with the patient’s experience into four distinct types. This

118

unexpected finding may inform training and supervision of therapists, as it offers a framework
for conceptualizing concrete ways to facilitate a process wherein patients focus on their
emotional experience to develop a deeper understanding of themselves. Descriptions of the
following four categories are provided in this section: 1) Use of Patient Experience, 2) Use of
Therapist Experience, 3) Use of Observed Shift, and 4) Use of Therapeutic Process or
Relationship. Importantly, an approach can fit into more than one category, as these categories
are inherently interconnected and overlapping.
When a therapist’s approach fits into the Use of Patient Experience category, the
therapist's approach is an inquiry into the patient’s state of being. This can be on somatic,
emotional, or intellectual levels. In this kind of scenario, the patient is often discussing a
particular recent experience and the therapist makes a point to inquire about how it feels to be
discussing said experience. The therapist can focus on how it feels in the patient’s body (for
example: “when you talk about feeling it in your body, this physical thing, what’s that like,
where do you feel it?” - Case Five, Session 1); or can ask the patient to articulate a feeling that is
coming up (for example: “what are you feeling right now as you’re talking about this?” - Case
One, Session 1, patient discussing goals for therapy); or can inquire into the meaning or
significance of the content (for example: “what is it about that term slipping through the cracks
that doesn’t feel quite right?” - Case Three, Session 8, or “what do you make of what came up
for you?” - Case Five, Session 4).
Other examples that fit into the Use of Patient Experience category include when a
therapist asks the patient to “stay with” a feeling that the patient brings up quickly and passes by
(for example: “can we go back to your comment about being sad? Let’s stay with the
sadness…tell me about it.” - Case Four, Session 4). A final subcategory of this kind of approach
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has to do with the therapist asking the patient to imagine what something might be like for them
to experience. For example, in Session 16 of Case Two, Patient Two was describing some fears
related to getting married. He expressed a wish to share sexual intimacy with several other
women before getting married. Therapist Two asked him, “How does it feel to imagine yourself
not experiencing that? How do you feel about yourself?”
When a therapist’s approach fits into the Use of Therapist Experience category, the
therapist’s approach is a disclosure about his or her own state of being or thinking in the
moment. The therapist articulates her subjective experience in order to focus on a particular
aspect of the patient’s experience. For example, in Case Five, Session 16, the therapist said, “I
can feel a tremendous amount of sadness from that,” when the patient was discussing her fears of
being viewed negatively by others and about her negative self-concept. In Case One, Session 8,
the therapist said,
“Yeah, I think this is the first time I’m really feeling the intensity of your feelings for
[name of ex-boyfriend] and realizing how huge this breakup from him is. Of course this
is hard to decide. And as exciting as [name of prospective boyfriend] is, it’s really
difficult to not have that intermediate period of mourning.”
In this example, Therapist One noticed that he was experiencing a marked difference internally
as a result of Patient One talking about her relationship with her ex-boyfriend. At this moment in
the treatment the therapist registered how significant the relationship with her ex-boyfriend was
to the patient, and the “intensity” he was experiencing led him to appreciate the patient’s struggle
in deciding whether or not to move forward with a new romantic relationship. The therapist
disclosed this aspect of his experience and simultaneously invited the patient to consider the
layers of ambivalent feelings with which she was contending as well as her avoidance of
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mourning the loss of her previous relationship. This previous relationship represented two things
at the same time: her emergence into adulthood and her escape from her past as well as the
oppressive relationship with her father.
When a therapist’s approach fits into the Use of Observed Shift category, the therapist
uses an observation of a shift in the patient’s presentation as a way into the patient’s experience.
One example of this category of approach includes making note of a patient’s tears. For example,
in Case Four, Session 1, the therapist said, “You’re tearing up as you’re saying this…so this is
bringing up some feelings?” Another kind of approach that fits into this category is the
therapist’s use of the patient’s responses on the pre-session questionnaire as a way to inquire
about an observed shift in the patient’s presentation. For example, in Case One, Session 19, the
therapist said, “I was wondering today if there is a low level of irritation about certain things or
low feelings,” after which the therapist explained that he had noticed a change in her responses
on the OQ-45.2 that she filled out before the session and, perhaps more importantly, had noticed
that her mood in the moment seemed a little lower than during the previous session which had
occurred the previous day.
This kind of approach is also used when the therapist senses that a particular intervention
did not land well with the patient. For example, in Case Three, Session 8, the therapist seemed to
respond to the patient’s sigh and physical shift to a slumped position in her chair. Therapist
Three said, “When I said that right now, that idea of the 16-year-old you still being alive in you, I
felt like maybe that didn’t quite sit right, that you reacted in some way, I’m wondering if I got
that right?” At this point in the session, Patient Three became tearful and said, “It’s true…it’s
just that I feel stunted in some way.” After this initial comment, the patient elaborates on how
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she thinks that her “preoccupation with stuff from before” gets in the way of making progress in
her life.
When a therapist’s approach fits into the Use of Therapeutic Process or Relationship
category, the therapist draws the patient’s attention to aspects of the therapeutic process or
aspects of the therapeutic relationship to inquire about the patient’s state of being. For example,
in Session 12 of Case Two, the therapist appeared to notice that the patient’s transference toward
the therapist had been activated by a discussion about his gun ownership. The patient had
referred to a vague feeling of being assessed and so the therapist asked, “Does it feel like I’m
sort of assessing you right now?” This conversation opened up an exploration into the patient’s
harsh self-introject. Another example of this category of approach includes commenting on
session process. For example, in Case Five, Session 12, the therapist noticed that he and the
patient had remained on a more superficial level during this session as compared to previous
sessions and said, “I’m noticing that, tell me if this is your sense as well, that we haven’t gone as
deep beneath the surface today, and I’m wondering what role I’m playing in that, and I’m
wondering what you make of that.” The therapist and patient then discussed the patient’s fears
related to talking about past traumatic experiences and upsetting moments with her ex-husband.
In the following sessions, arguably in part because of the approach the therapist made in Session
12, the patient started disclosing aspects of her traumatic past.
Another example of an approach in the Use of Therapeutic Process or Relationship
category involves commenting on repeated patterns of relating between therapist and patient. For
example, in Case One, Session 8, the therapist said, “There are times when we are talking and
you are describing something and I have a feeling of loneliness, maybe it’s a feeling of being far
away from you.” The patient went on to discuss how in “very close” relationships she often
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retreats and withdraws in order to protect herself from feeling vulnerable. This approach could
also fit into Use of Therapist Experience category given Therapist’s One disclosure of the feeling
of loneliness he was experiencing. The explicit attempt by the therapist to comment on how he
was feeling in relation to the patient emphasizes the relational component of the approach and
thus led us to place it predominantly in the Use of Therapeutic Process or Relationship category.
Clinical Implications of the Four Categories of Approaches. Reflections on these four
categories inform our understanding of the utility of and intention behind this type of
intervention. We realized that there are certain guiding principles or techniques that might be
particularly useful to keep in mind when working in this modality as well as other
psychodynamically-oriented modalities. These four kinds of approaches seem to necessitate the
use of the following by the therapist: observation, inquiry, and reflection. While these three
aspects of therapeutic practice have been isolated to elucidate their importance, they are
inherently interconnected phenomena that interact with each other.
Observation. When therapists are observant, they pay attention to both verbal and
nonverbal behavior. They notice shifts in a patient’s physicality, mood, or tone, speed, and
cadence of voice. Therapists can use these observations as clinical data which informs their
understanding of what the patient might be experiencing. For example, when a patient suddenly
directs his gaze downward after having maintained eye contact with the therapist for the first
thirty-five minutes of the session, the therapist can use this shift in the patient’s physical
presence as a signal. The therapist may consider questions such as: Does the patient feel ashamed
about what he has just disclosed? Does the patient need to retreat or withdraw momentarily from
fears of the intimacy or closeness he is experiencing with his therapist? Other examples of cues
include pre-tearful or watery eyes, self-soothing behaviors such as wringing hands, leaning
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forward or slumping in the chair, and mismatched affect from content, among countless others.
The therapist must decide the utility of making a comment about these observations; but,
regardless of whether or not the therapist brings it into the verbal realm, he or she can use this as
clinical data to consider what the patient might be consciously or unconsciously bringing into the
therapy room.
Inquiry. Therapeutic inquiry is detailed and persistent and often has the intention to
encourage the patient to “stay” with feelings or thoughts or to clarify what particular things or
experiences mean to the patient. For example, when the patient expresses sadness, therapeutic
inquiry seeks to understand what sadness is to that person specifically. Where do they feel it?
What images, thoughts, and sensations come into awareness? What associations or memories
cross their minds? The act of inquiry can lead to information gathering which will ideally inform
a case conceptualization. Moreover, the spirit of inquiry reminds therapists to maintain a stance
of curiosity. As soon as the therapist stops wondering or inquiring, he or she constricts his or her
ability to know the patient with whom she is working.
Henry Stack Sullivan’s therapeutic practice of the “detailed inquiry” deserves mentioning
here (1954). The founder of interpersonal theory of psychoanalysis, Sullivan proposed that in
order to know our patients, we must learn about the context in which they live including the
relationships in which they are involved. Stephen Mitchell and Margaret Black (1995) describe
Sullivan’s technique in the following way:
“For Sullivan to get the data he needed, he had to know more than what the patient,
thought, felt, and fantasized about. He sought details about what actually happened, and it
is only that interactional context, Sullivan suggested, that yields an understanding of the
ways the patient was re-creating his fate over and over.” (1995, p. 64)
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Sullivan’s “detailed inquiry” encourages therapists to ask questions of patients not only as a way
to gather information, but as a way to create space within a patient’s rigid narrative. In this way,
and ideally, a detailed inquiry facilitates the development of new understandings of self and
others as well as behavioral shifts for the patient.
Reflection. Therapists who maintain a reflective stance during the therapeutic hour and
during supervision have the potential to use their own experience of their patients to progress the
work. Capacity for reflection allows the therapist to notice internal shifts which in turn allows
them to consider the possibility that they are experiencing a countertransferential reaction. In
addition, while a therapist strives to be present, maintaining an active and authentic engagement
in the moment, a therapist’s capacity to reflect allows them to simultaneously assess the success
or failure of a particular intervention after its occurrence.
A therapist’s capacity for reflection is particularly important in alliance-focused work
because a therapist must consider her contributions to interpersonal dynamics between herself
and patient. Reflecting on the dynamics between self and patient not only allows a therapist to
discover what could be getting in the way of the work, but it can also teach the therapist about a
particular aspect of the patient’s interpersonal functioning as well as his intrapsychic
understanding of self and other. Moreover, when a therapist is reflective, she can notice when
something is not quite right, when something the therapist said did not sit well with the patient.
For example, a therapist uses her reflective capacity to understand the potential utility of an
instance of self-disclosure. She can ask: “Am I going to share this with the patient for myself, to
ease my own discomfort or anxiety, or am I considering sharing this because I think it will serve
the patient?” In this way, there is a humility involved when a therapist maintains her reflective
stance. When a therapist reflects, she recognizes there are limitations to her knowledge and to
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her skill. Ideally, this humility serves to encourage the therapist to maintain a mindset
characterized by striving and curiosity.
Limitations and Future Research
The recognition of the limitations that impacted the present study may inform the
conceptualization of future studies pertaining to the relationships among therapist
countertransference, therapist level of Experiencing, therapist engagement with the patient’s
emotional experience, and patient outcome.
Research Bias. Given the qualitative nature of the present study, findings presented here
are inherently impacted by the author’s biases as a clinician and researcher in training. In
addition, a group of coders conducted qualitative analyses of video-recorded therapy sessions
under the supervision of a licensed clinical psychologist familiar with the theoretical framework
of the study, but qualitative analyses of the termination interviews with therapists were
conducted primarily by the author. The author had undergone a two-year reliability training in
Experiencing coding, but future studies could benefit from coding termination interviews with a
group of coders.
Approach Tally Coding System. There are limitations to note regarding the Approach
Tally Coding System that was developed by the author. The coding system operationalized
aspects of therapist behavior in order to detect instances of explicit engagement with a patient’s
emotional experience during sessions. Therefore, the coding system is a tally of the number of
times a clinician explicitly approaches a patient’s emotional experience. It is not the intention of
the present study to promote the idea that therapists should approach the patient’s emotional
experience as many times as possible or a certain number of times during sessions. In other
words, the coding system does not presume that approaching more is necessarily better for the
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patient or for the success of the treatment. Whether and how a therapist approaches a patient’s
emotional experience should be a factor of what the therapist thinks will help the patient feel
more connected to themselves, to the therapy process, and to the therapist. For some patients
and/or for all patients in some moments of treatment, choosing to abstain from approaching
might be the best way to facilitate that process for the patient.
Since the coding system does not include a value system for the quality of approach, it
does not distinguish between “successful” and “unsuccessful” approaches. The notion of a
“successful” approach deserves more investigation because whether an intervention is
immediately impactful should not be the sole measure of its utility. It is often the case that a
therapeutic intervention must be repeated several times before it can effectively reach the patient.
In fact, the argument can be made that it is only because the intervention has been attempted
eight previous times, for example, that the patient is able to hear it the ninth time. This
phenomenon is relevant for the present study because although a therapist may appear
immediately unsuccessful in her attempt to help a patient experience his affect more deeply does
not necessarily mean that the attempt was worthless. The very act of repeating an approach can
be a powerful communication to a patient that will be heard once the patient is ready or feels safe
enough to hear it. Assessing the success of the therapist’s approaches was beyond the scope of
the present study, but future studies could explore what it means to effectively approach a
patient’s emotional experience. In addition, by comparing therapist engagement with patient
affect in good versus poor outcome cases, meaningful discoveries could be made that would
inform training of therapists in this therapeutic modality.
In addition, the operationalization of a “therapist approach” by the coding system
necessitated that only explicit, visible actions could be counted toward a session’s tally. While

127

this operationalization provided a clear framework within which therapist behavior could be
analyzed, it did not permit for the counting of more implicit actions by the therapist. For
example, the author realized that a therapist’s silence coupled with eye contact or nonverbal
behavior such as leaning toward in her chair could also serve as an “approach.” Quiet moments
such as these can implicitly communicate messages like, “what we are discussing here is
important,” “let’s stay with this for a moment,” or “I’m here with you feeling this feeling with
you,” among others. This kind of implicit communication becomes especially possible once the
patient and therapist have developed a shared verbal and nonverbal language with one another.
There is power in a therapist’s nonverbal behavior, and sometimes a therapist’s silence not only
serves to give a patient “room,” but can also serve to invite the patient to be in his experience
more fully in such a way that facilitates the development of insight.
Winnicott insists on the utility and meaningfulness of moments or periods of silence
shared between analyst and patient in his paper “Communicating and Not Communicating”
(1963). He asserts that not all patients are capable of verbalization because they do not yet
possess the ability to symbolize. Winnicott not only encourages the mother/analyst to permit the
infant/patient to be quiet and to protect his private self, but he also insists that the analyst give
the patient room to arrive at their own interpretations. Winnicott writes, “A period of silence may
be the most positive contribution the patient can make, and the analyst is then involved in a
waiting game. One can of course interpret movements and gestures and all sorts of behavioural
[sic] details, but in the kind of case I have in mind the analyst had better wait” (1963, p. 189).
Future studies could investigate the ways in which therapists implicitly approach patients’
emotional experiences.
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Sample. There are a few limitations to note pertaining to the sample of the present study.
First, the small sample size of the study included five cases. This sample size provided both
opportunities as well as limitations. By closely analyzing only five cases, we were able to look at
these five cases in depth from several different perspectives. One such perspective included
session-by-session analyses which inherently gave the quantitative analyses more statistical
power. Investigating the presence of phenomena in such a detailed way allowed the author to
familiarize herself with each case, including the patient’s change process as well as unique
dynamics between patient and therapist. An in-depth and multi-layered analysis would not have
been as feasible with a larger sample size. That being said, the group-level quantitative analyses
would be more robust with additional case data. In addition, while the present study included
five cases with five distinct patients, only three therapists are part of the sample, as two of the
therapists treated two patients each. Future research could use such an opportunity to compare
therapist behavior across different cases, and all future studies should include data from more
therapists.
Also, the sample of the present study does not adequately represent the diversity and the
intersectionality of identities present in therapist and patient populations including, but not
limited to, race, ethnicity, gender-identification, sexual orientation, socioeconomic status, and
religion, among others. For example, all three therapists in the sample were self-identified as
White. Two out of the three therapists were female-identified.9 Two out of the three therapists
were self-identified as Jewish. In addition, three out of the five patients in the study were selfidentified as White. Additionally, four out of the five patients were female-identified. It is
unclear if the predominately female-identified gender make-up of the patients in the sample

9

Information pertaining to patient and therapist demographics is provided in the Methods section of this
dissertation.
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skewed the data in any particular direction, but future studies would benefit greatly from
including a better distributed and wider range of gender identities including transgender and
gender nonconforming individuals.
Moreover, in reviewing the sessions of these five cases, there were several moments
wherein issues pertaining to race and the intersectionality of multiple identities seemed to be
playing an influential role, both explicitly and implicitly, in the dynamic interpersonal processes
between the therapist and the patient. Future studies would benefit greatly from examining these
sociocultural aspects of the therapeutic relationship as a way to better understand the complexity
of the therapeutic process. Such future studies could assess the importance of therapists’ cultural
humility and cultural competency in providing effective treatment. Assessment of these therapist
factors would be particularly important in the clinical setting of The Psychological Center where
therapists are often working with typically under-served, under-resourced, and under-studied
populations including, but not limited to, racial and ethnic minority groups.
Self-report. There are inherent limitations in the use of self-report data. Such limitations
include unreliable and inconsistent reporting on the part of both patients and therapists (Hill et
al., 2013). For example, patients sometimes under-report distress levels when aware that their
therapists will be examining results as is the case in the TAAP protocol’s use of the OQ-45.2
(Hill et al., 2013). In addition, Betan and his colleagues commented on how results on the
countertransference measure (CTQ) are undoubtedly impacted by “defensive biases and the
failure to recognize processes that an outside observer might identify” (Betan et al., 2005, p.
896). Furthermore, one must consider the potential impact that respondent fatigue (Lavrakas,
2008) has on therapist’s responses on the CTQ given that it requires respondents to answer 79
questions. The measure can be experienced as long, and the therapists must complete it at the end
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of every session. During the termination interview, when asked about their experiences
completing self-report measures, several therapists spoke specifically about both the utility of the
countertransference measure in helping them to “realize feelings and reactions” toward their
patients and the “exhaustion” they sometimes felt while filling it out.
In addition, the self-report aspect of the CTQ is particularly problematic given that it
lacks sensitivity to the role that culture can play in interpersonal dynamics. Aspects of culture
include, but are not limited to, race, ethnicity, gender-identity, sexuality, and socioeconomic
status. The CTQ asks therapists to respond to questions about their feelings and reactions to their
patients without recognition of the role that aspects of culture can play in relationships.
Therapists’ responses will undoubtedly be impacted by implicit and explicit biases toward
patients who are perceived as culturally “other” than themselves. Future studies could investigate
how aspects of culture likely play a role in countertransference.
Furthermore, the particular factor structure of the CTQ as defined by its authors is
inherently influenced by their cultural understanding of interpersonal behaviors and reactions.
The categorization of items is inherently influenced by a particular culture’s value system. This
is supported by the fact that studies conducted in Italy (Tanzilli et al., 2016), and Sweden (Berg
et al., 2019) yielded different factor structures for the CTQ that more accurately reflect the ways
in which certain behaviors and reactions are perceived and understood in their particular cultures.
Missing Quantitative Data. Measures were taken to correct for issues arising from
missing data from both patients and therapists self-report measures. For example, while the other
cases included data for 20 sessions of treatment, Case Four only included 15 sessions. As a
result, there were only two time points (Sessions 1 and 15) from which we could calculate
change in patient functioning on the BSI. For the other four cases, change in patient functioning
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on the BSI was calculated with data from three time points (Sessions 1, 16, and 20). For Case
Four, the decision was made that Session 15 would be counted as the midpoint (as opposed to the
termination point) given two reasons: 1) Session 15 is closer to Session 16 than it is Session 20,
and 2) the patient and therapist were originally planning to have 20 sessions, but the patient had
to terminate prematurely due to illness. Therefore, the termination data point was missing for
Case Four. Change in patient functioning on the OQ-45.2 was calculated using 20 time points for
four out of the five cases, and 15 time points for Case Four.
Assessment of Outcome and Therapy Process. There is debate regarding the current
state of outcome assessment in psychotherapy research (Hill et al., 2013). The present study used
the BSI and the OQ-45.2 to assess outcome. These measures are widely accepted as meaningful
assessments of patient change especially with the use of the Reliable Change Index (RCI,
Jacobson & Truax, 1991) as was employed in the present study. Future studies should consider
using other measures of change to assess for outcome. In addition, the present study used global
scores on the BSI and OQ-45.2. Future studies could investigate the patient’s change process on
specific subscales of these two measures.
Moreover, as detailed in the Results section, Cases One through Five achieved clinically
significant change over the course of treatment as defined by RCI on the BSI. Case One did not
achieve clinically significant change as defined by the OQ-45.2. This discrepancy can be
explained by important differences between the two questionnaires. While there is significant
overlap between the two measures, the BSI includes more and slightly different items pertaining
to symptom distress. The BSI is comprised of 53 items grouped into nine primary symptom
dimensions: Somatization, Obsessive-Compulsiveness, Interpersonal Sensitivity, Depression,
Anxiety, Hostility, Phobic Anxiety, Paranoid Ideation, and Psychoticism. The OQ-45.2, on the
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other hand, consists of 45 items grouped into three scales: Symptom Distress (SD), Interpersonal
Relations (IR), and Social Role (SR). The BSI might be a better measure for accurately reflecting
Case One’s symptomatology, and/or the discrepancy in classification may be the result of error
that often is involved in self-report measures.
Finally, the present study grouped the eight factors of the CTQ into three groups: total
countertransference, positive countertransference, and negative countertransference. Although
the authors of the measure (Zittel & Westen, 2003) support the notion that the items have
positive and negative valences, all types of countertransference can have either positive or
negative impacts on a therapist’s ability to provide treatment if they are unaware of their
countertransference. Future studies could investigate aspects of countertransference by
examining the eight factors separately.
Concluding Remarks
The findings from the present study provide evidence regarding the links among therapist
countertransference, therapist capacity for experientially grounded reflection, therapist
engagement with the patient’s emotional experience, and patient outcome in short-term alliance
focused psychotherapy. First, results from the study have demonstrated that a therapist’s capacity
for experiential reflection is associated with that therapist’s tendency to notice and engage with
her patient’s affect during treatment. Second, the countertransference a therapist experiences
might play a role in how frequently they engage with the patient’s emotional experience during
sessions. Findings highlight that types of countertransference might impact therapist behavior in
unique ways that are specific to the therapist’s personal history. Furthermore, it is a therapist’s
lack of awareness of her countertransference that might impede the progress of a treatment, not
the occurrence of countertransference itself. Third, a patient’s presentation might play a role in
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the kinds of countertransference a therapist experiences during sessions. Data suggests that
therapists in training might feel more negatively and might take it more personally during
sessions when their patient’s symptomatology worsens as compared to when their patients
experience an alleviation in symptoms. Fourth, findings suggest that a therapist’s effective
engagement with the patient’s emotional experience during sessions can serve as a mechanism of
change in the patient’s change process in short-term alliance focused therapy. Finally, the study
demonstrates the importance of 1) incorporating experientially based self-reflection into a
therapist’s practice to diminish deleterious effects of unconscious or unprocessed material, and
2) seeking out containing supervision that promotes observation, inquiry, and reflection as
central features of therapeutic practice.
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APPENDIX A
Table 1
Changes in Patient Functioning on BSI & OQ-45.2
Case
1
2
3
4
5

D BSI (Pre to
Post)
-54
-27
-72
-32**
-51

RCI*
[RCI < -1.96, p <.05]
-4.304
-2.152
-5.739
-2.551
-4.065

D OQ-45.2
(Pre to Post)
-11
-23
-24
-32**
-31

|D| OQ-45.2 ³
14
No
Yes
Yes
Yes
Yes

* RCI as defined by Jacobson & Truax, 1991.
** Note that this value represents change in BSI from Session 1 to Session 15 given that the case
ended at Session 15.

Table 2
Multiple Regression Results for Mean of Approach Tally Per Session on EXP Total Value &
EXP Peak Score
Approach Mean
Model
Constant
EXP Total Value
EXP Peak Score

B

95% CI for B
LL
UL

-18.27** -35.25
.063**
.01
2.99
-1.31

-1.29
.12
7.28

SE B

3.95
.013
.99

t

-4.63
5.01
2.99

Sig.

R2

D R2

.98

.96**

.044**
.038**
.096

Note: Model = “Enter” method in SPSS Statistics; B = unstandardized regression coefficient; CI
= confidence internal; LL = lower limit; UL = upper limit; SE B = standard error of the
coefficient; t = t-statistic; Sig. = two-tailed p value; R2 = coefficient of determination; D R2 =
adjusted R2.
**p < .05.
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Table 3
Linear Regression Results for Mean of Approach Tally Per Session on EXP Total Value
Approach Mean
Model
Constant
Exp Total Value

B

95% CI for B
LL
UL

-7.918
.089**

-19.46
.033

3.63
.144

SE B

3.63
.017

t

-2.18
5.02

Sig.

R2

D R2

.90

.86**

.12
.015**

Note: Model = “Enter” method in SPSS Statistics; B = unstandardized regression coefficient; CI
= confidence internal; LL = lower limit; UL = upper limit; SE B = standard error of the
coefficient; t = t-statistic; Sig. = two-tailed p value; R2 = coefficient of determination; D R2 =
adjusted R2.
**p < .05.

Table 4
Raw Data Per Case: Therapist Approach Tally & EXP Scores

Case
1
2
3
4
5

Approach:
Total Tally
Across
Treatment
60
110
79
24
22

Approach:
Mean Tally
Per Session*

EXP: Total
Number of
Responses

EXP: Total
Value of
Responses

EXP: Peak
Score

10
18
13
4
3

62
105
76
52
58

220
301
200
134
147

5
6
6
5
4

* Rounded to nearest whole number.
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Table 5
Multiple Regression Results for Approach Tally Per Session on Positive & Negative CT
Approach Tally

B

Model
Constant
Positive CT
Negative CT

95% CI for B
LL
UL

SE B

t

Sig.

R2
.36

-5.928
.428*
-.066

-23.04
.18
-.30

11.19 8.327
.67
.120
.17
.114

-.712
3.57
-.579

D R2
.307**

.483
.001*
.567

Note: Model = “Enter” method in SPSS Statistics; B = unstandardized regression coefficient; CI
= confidence internal; LL = lower limit; UL = upper limit; SE B = standard error of the
coefficient; t = t-statistic; Sig. = two-tailed p value; R2 = coefficient of determination; D R2 =
adjusted R2.
*p < .01. **p < .05.

Table 6
Multiple Regression Results for Approach Tally Per Session on Eight CT Factors
Approach
Mean
Model
Constant
Factor 1
Factor 2
Factor 3
Factor 4
Factor 5
Factor 6
Factor 7
Factor 8

B

7.63
-.211
-.069
-.301
-.024
.817
-1.225**
1.569**
.203

95% CI for B

SE B

LL

UL

-13.53
-1.27
-.61
-.88
-.90
-.15
-2.28
.778
-1.02

28.80
.84
.47
.28
.85
1.78
-.18
2.36
1.42

10.15
.51
.26
.28
.42
.46
.50
.38
.59

t

.752
-.417
-.27
-1.08
-.06
1.77
-2.43
4.14
.35

Sig.

R2

D R2

.658

.522**

.461
.681
.793
.294
.954
.092
.024**
.001**
.733

Note: Model = “Enter” method in SPSS Statistics; B = unstandardized regression coefficient; CI
= confidence internal; LL = lower limit; UL = upper limit; SE B = standard error of the
coefficient; t = t-statistic; Sig. = two-tailed p value; R2 = coefficient of determination; D R2 =
adjusted R2.
**p < .05.
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Table 7
Group Mean Values of Total, Positive, Negative CT & Approach Tally
Time Point
Total CT
Positive CT
Negative CT
Approach Tally

1
110
41
57
7

2
107
41
53
13

3
107
43
48
16

4
95
39
44
9

5
105
44
48
7

6
98
46
37
9

Table 8
Case Four Raw Data: Total, Positive, Negative CT & Approach Tally
Session

1

4

8

10

12

15

Total CT

97

111

113

102

96

94

Positive CT

42

25

28

34

35

40

Negative CT

45

74

66

54

48

43

Approach Tally

3

6

5

3

3

4

Table 9
Group Mean Values: Total, Positive, Negative CT & OQ-45.2
Time Point

1

2

3

4

5

6

Total CT
Positive CT

110
41

107
41

107
43

95
39

105
44

98
46

Negative CT

57

53

48

44

48

37

OQ-45.2 Total Score

114

111

102

100

93

89
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APPENDIX B
TRI-T: Therapist Relationship Interview at Termination (Safran & Muran, 2007)
Interviewers - please pay attention to the potential for redundancy in questions and use personal
judgment to omit questions that therapist has already answered.
INTRODUCTION:
In this interview, I'll be asking you about your thoughts on your relationship with your patient.
Throughout the interview, I will be asking you a series of questions and I may ask you to change
topics periodically so that we can cover all the questions in the interview. This interview should
take approximately one hour.
1. EMPHASIZE A BRIEF RESPONSE TO THIS QUESTION: Could you start by helping me to
get oriented to your work with this patient? (INTERVIEWER MAY USE THE PATIENT'S
NAME THROUGHOUT INTERVIEW)
§

When did you first start seeing your patient? Has the therapy been continuous?

§

Have there been any other treaters involved?

2. I'd like you to try to describe your relationship with your patient going back to the beginning.
3. Now I'd like you to choose five adjectives or words that reflect how you feel with your patient.
§

Can you elaborate on each of them (the adjectives/words)?

4. How do you think your patient feels about you?
5. Did you think of your patient outside of therapy? How often and in what ways?
6. Is there anything that puzzled you or that you found particularly challenging in your work with
your patient? NEED ONLY ONE EXAMPLE OF EITHER PUZZLING OR CHALLENGING.
7. Did you experience any moments of conflict, disagreement, misunderstanding, or tension in
your relationship with your patient; or a particular time when you felt rejected, attacked, or
criticized by your patient?
§
§
§
§
§
§
§

IF NO, PROCEED TO QUESTION #8.
IF YES, CONTINUE BELOW:
Can you describe a specific time that happened? When did this occur?
What did you do?
How did your patient respond?
What was your initial feeling or experience 0 it? How did you become aware of
the problem?
How frequently did this happened?
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§
§
§

Did things shift for the better, or worse? How so?
To what extent was this resolved to your satisfaction?
To what extent do you feel this problem was resolved to your patient's
satisfaction?

§

What do you think was most important for its resolution (e.g., what did you or
your patient do that was critical?).
How did you feel upon its resolution?
Did you discover anything new about your patient in this process?
Do you think your patient discovered anything new about him/herself in the
process? Did you discover anything new about yourself in this process?
Has your understanding of this experience changed since it took place? Do you
think your patient's understanding of this experience changed? How do you think
this experience affected therapy?
Is there another important example of a time when you either felt rejected,
attacked, or criticized by your patient; or another example of a conflict,
disagreement, misunderstanding, or tension that comes to mind? IF YES,
FOLLOW SAME LINE OF INQUIRY AS ABOVE.
NEED ONLY ONE ADDITIONAL EXAMPLE

§
§
§
§
§

§

8. Did your relationship with your patient change over the course of treatment? If so, in what
way?
9. What were your feelings about your patient during the terminating phase of your therapy? Can
you describe how you felt about your patient when your therapy ended?
10. In the course of your twenty-session treatment, did you ever worry that your patient would
end the treatment prematurely?
11. Did your patient remind you of anyone significant in your life?
§

If yes, did you realize this early or late in the course of treatment?

12. If you met this patient in ordinary life would you want to be his/her friend?
13. What was your idea or fantasy about what would happen in the course of treatment with your
patient? Did any aspects of this fantasy come true?
14. How did you feel about the length of treatment?
§ How do you think your patient felt about the length of treatment?
15. Do you think your patient changed over the course of treatment?
16. What do you think were the most helpful aspects of the therapy experience?
In retrospect are there things that you would have done differently during the course of
treatment?
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17. Is there anything in particular that you feel you learned from this therapy relationship? I'm
thinking here of something you feel you may have gained from the experience.
18. Is there anything else that would help me to understand your relationship with the patient?
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Interview Part Two (written by author)
If the following 4 questions were not answered during Part One, proceed:
§

Do you think your patient “got what they wanted” from the treatment and, if so, what was
that? If not, what do you think your patient *did* get from it and why do you think it’s
different from what they wanted originally?

§

Do you think your patient experienced any transferences toward you throughout the
treatment? If so, what were they? And did you notice any shifts in the patient’s
transference? Examples? What do you think brought about these shifts?

§

Relatedly, did you experience any countertransferential reactions toward your patient? If
so, what were they? How did you notice them (example of a moment)? Why do you think
the patient pulled for this reaction from you? In what ways did you knowingly or
unknowingly use the countertransference to connect to your patient and/or to help the
patient make progress in treatment?

§

Finally, throughout the treatment, did your faith in the therapeutic process change and/or
did your faith in your ability to provide effective treatment change? In what ways and
why do you think it changed?

Explanation: Now we are going to switch gears and I want to ask you some questions related to
the process of completing your own and reviewing your patient’s self-report measures:
§

In what ways was it helpful (or unhelpful) to review patient self-report data in between
sessions?

§

Were you ever surprised by your patients’ responses on the self-report measures?

§

In what ways was it helpful (or unhelpful) to complete your own self-report measures?

§

What role do you think supervision played in your treatment? More specifically, in what
ways was it useful and/or challenging to review video data in group supervision?

§

Did you review session videos in between sessions? If so, in what ways do you think this
impacted the therapy?
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APPENDIX C
Approach Tally Coding System Worksheet (created by author)
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APPENDIX D
The Experiencing Scale: A Research and Training Manual, Short Form

Klein, M.H., Mathieu, P.L., Gendlin, E.T., & Kiesler, D.J. (1969) The Experiencing Scale: A
Research and Training Manual Volume 1, Short Form, p.64
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